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CHAPTER I 
INTRODUCTION 
Purpose of the study.-- The purpose of this study is to 
examine what the case worker does in preparing patients to 
leave the mental hospital for placement in family care homes, 
and the worker's activity in the planning following placement. 
Some questions this study seeks to answer are: (1} How are 
the patients selected for family care homes? (2) By what 
criteria is the readiness for placement in family care deter-
mined? (3) What was the extent of the worker's activity in 
preparing the patients to accept family care? (4) What was 
the extent of the worker's contact with the patient's relatives 
concerning placement? (5) What is the worker's activity in 
selecting a home and introducing the patient to the home? 
(6) To what extent does the patient-placing worker remain active 
in the case following placement? (7) What types of problems is 
the social worker or the family care home supervisor called to 
help settle? 
In making a detailed analysis of these questions, it is 
hoped that more concrete knowledge will be gained as to what is 
entailed in preparing a patient for family care as well as a 
clearer picture of the placement worker's involvement in this 
process. 
-1-
Background information on family care.-- "One of the most 
challenging and difficult problems facing hospital personnel 
is that of arranging for suitable living accommodations for the 
patient ready for discharge. Where there are relatives with 
suitable homes in which the patient can be placed, supervision 
of the patient and planning for his care with relatives is 
usually indicated. In many cases, patients have no relatives 
to whom they could be discharged. In other cases, the homes of 
relatives are for varying reasons unsuitable for the patient • 
••• Thus in these cases in which suitable own family homes are 
not available, two alternatives remain: (1) the patient can be 
kept in the hospital where he can make an 'institutional ad-
justment', or (2) some living arrangement other than with his 
1.1 
own family must be worked out." y 
Crutchner has described the plan most used--foster 
family care; patients who are not well enough to take their 
place again in their former environment (to earn their own 
living and care for themselves or to return to the care of 
their families) are placed in homes other than their own with 
the purpose of hastening their recovery and rehabilitation. 
There seems to be, at the present moment, a scarcity of 
information concerning the elements inherent in family care 
1/Charlotte Green Schwartz, Rehabilitation of Mental Hos ital 
Patignts Public Health Monograph 17, U. S. Government Print-
ing ffi~e, Washington, D. C., 1953, p. 49. 
2/Hester B. Crutcher, Foster Home Care for Mental Patients, 
~he Commonwealth Fund, New York, 1944. 
2 
homes which effect a "cure" or at least a more stable existence 
at a higher level of adjustment than that achieved in the hos-
pital. However, increasing numbers of patients are being placed 
in family care homes throughout the country. In a test sample 
(made prior to beginning this study) of seven patients at 
Boston State Hospital with family care placement for periods 
varying from two to seven years, it would appear that family 
care is presently used for the easily managed, older (over fifty 
years) patient. However, no study has been made of discharges 
of patients from family care homes at Boston State Hospital 
except a student thesis in 1949, comparing the work adjustment 
of a small number who had received family care with an equal 
. !I 
number who had not had family care. Two of the existing 
family care homes were opened in 1940 (same caretakers, differ-
ent location), although a Boston State Hospital press release 
in November 1955, stated that the program has been in existence y ll 
since 1885 in lf~ssachusetts. According to a communication 
from the family care supervisor on October 15, 1955, the primary 
emphasis in family care has recently changed from custodial 
care to therapeutic, and it is suggested that when homes are 
available which would take on this function, that patients 
between the ages of seventeen and thirty-five; who with cooper-
!}Eileen 1. Shanley, A Study of the Job Adjustments of Mental 
Patients vVho Have Been in Therapeutic Family Care Homes as 
Compared With an· Equal Number Who Did Not Have Therapeutic 
Family Care Experience, Unpublished Master's Thesis, Boston 
College, 1949. 
y See Appendix. 
l! " " 
3 
ation could move out into the community and self responsibility 
within the relatively short period of a year, be given prefer-
ence for placement. It would thus appear that the primary 
emphasis has been custodial care. However, even with this focus 
it would be helpful to the social worker to know who makes the 
decision to try family care for the patients, how much time is 
involved in introducing the idea of family care to the patient, 
how to go about actual placement of the patient, and some of 
the problems the worker might be expected to encounter following 
the initial placement stage. 
Though the impression is gained v that family care programs 
are beneficial throughout the United States, Schwartz has sug-
gested that more precise data is needed on the percentage of 
patients who succeed in family care programs, and types of 
homes which best serve various types of patients. One study 
has currently been made on the reasons for return to the hospi-Y 
tal of patients who have been in family care, and another is 
in preparation on the motivations of the family care mothers 
~ 
for opening their homes to mental patients. y 
Crutcher has made the most extensive study of types of 
Green Schwartz, op. cit., p. 51. 
l/Boston University Thesis in preparation by Genevieve Torchin. 
YHester B. Crutcher, Op. Cit. 
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placements for patients who are able to live outside the hospi-
tal. She describes the colony system of living such as at Gheel 
in Belgium and in France at Dun-Sur-Auron for women and at Ainay 
Le-Chateau for men. These are villages near a hospital in 
which the entire population is concerned with taking a mental 
patient into private homes. The patients handled in these homes 
are, on the whole, much sicker than we would expect our family 
care homes to attempt to control. In fact, at Gheel the pati~ 
were attracted to the setting first because of many so-called 
"miraculous cures" and the hospital was founded later. These 
colonies are thought to be superior to chronic mental hospital 
wards, but inferior to family care in terms of the quality of 
rehabilitation achieved. The disadvantage of the colony system 
seems to be that it is an artificial environment, since almost 
every home contains a mental patient, and this in no way a pprox-
imates the environment the patient would have to face in other 
sections of the country. The colony idea has not held any 
appeal as a means of helping patients back to stability in the 
United States. 
The family care plan provides the patient with a more 
realistic approach to normal community life since he will be 
expected to conform to normal community standards when he strays 
off the premises of the family care home. A disadvantage, so 
far as the p rogram at Boston State Hospital (as it is present-
ly operating) is concerned, is that in a ddition to providing 
no space for male pati ents, it has four homes containing six 
5 
patients each and three others containing five patients each or 
thirty-nine of the total fifty-two patients in placement. In a 
sense, this would tend to make the home like a small institu-
tion. Nevertheless, it does have a number of advantages over 
the institutional care program: 
l. It provides individualized care and more freedom than 
is given in the hospital. 
2. It relieves the crowded ward situation. 
). It provides opportunities for growth and development 
in normal living for people who have long been iso-
5. 
lated and restricted. 
It combats (provided the proper patients are selected) 
community prejudices against mental patients. y 
The cost is less than that of hospital maintenance. 
Kent as quoted in Rehabilitation of the Mental Patient 
estimates the cost of family care would be between 75 
and 80 percent of the cost of institutional care, not 
including savings in capital invested in new buildings. y 
In 1944 Crutcher estimated that between two and twenty-
five percent of the patients hospitalized could be placed in 
family care homes. If we use this estimate, it would mean that 
Boston State Hospital, which receives more than any other men-
tal hospital in Massachusetts and which currently has over 
1/Charlotte Green Schwartz, Op. cit. 
YHester B. Crutcher, Op. cit. 
6 
three thousand patients, is operating just belo\'r the lower 
limit of Crutcher's estimate but would have a possible reser-
voir of seven hundred and fifty patients who might be placed 
were this program better known and understood. More homes are 
being sought and when therapeutic results are clearly discern~ 
able, there will be, in all probability, a concerted effort to 
use this method of treatment for an increasing number of 
patients throughout the country. 
As a matter of fact, there were 7,730 patients in family 
care throughout the United States as of June 1955, which shows 
an increase of 1,278 over the figure for June 1954. There was 
rapid expansion in California and within the thirty Veterans 
Administration's neuropsychiatric hospitals. In California, 
the increase in placements was over twenty-three percent, and 
in the Veterans Administration there was a forty percent 
JJ 
increase. 
There seems to be very little information on the family 
care homes, either as an estimate of what brings about benefi-
cial changes for the patient, or what the worker's part is in 
helping the patient move into and use the family care home to 
his benefit. To help correct this situation for their member 
hospitals, the Veterans Administration hospitals are beginning 
the practice of having institutes at stated intervals where the 
best in practice is discussed and re-examined. The reports of 
1/Waloer E. Barton, "Out-Patient Psychiatry and Family Care," 
American Journal of Psychiatry, 112:554-5, January 1956. 
7 
these institutes are easy to read and are specific about the 
problems encountered in the program. They stress the need for 
advance preparation and planning with patients and families and 
greater support of P.atients in the community after placement by ll 
the social worker. 
Three case records from the Veterans Administration showed 
in detail the difficulty of the long hospitalized patient in 
deciding to leave the protected atmosphere of the hospital and 
the slow movement of the patient toward acceptance of the idea 
of family care. Months, not days, were needed to effect the y 
change from hospital to the family care home. 
If the tranquilizing drugs now in use in most psychiatric 
hospitals prove as effective as it is hoped that they will, we 
can speculate that there will be an increased demand for family 
care homes for mental patients. The drug therapy program will 
mean a quicker return to the community for countless numbers of 
patients. It will mean that some of these family care homes 
can be used as a bridge to the community for these patients and 
some patients will be hospitalized for such a short time that 
they will not have lost their community contacts. It may also 
mean that with newly admitted patients remaining a shorter time, 
more attention can be directed to the long hospitalized patient 
l/Veterans Administration, Proceedings of Institute on Foster 
Home Care for Mentally Ill Patients at North Little Rock Veter-
ans Administration Hospital April 15-17, 1953 (mimeographed). 
£/Veterans Administration, Helping Mr. Walters, A Long Hospi-
talized Veteran to Leave the Hospital in the Family Care Pro-
gram, January 1953; Social Service Report on a Veteran's One 
Year in Family Care, March 1953 (Mimeographed). 
who must make a cautious readjustment to community living and 
who can move out of the hospital via the route of the family 
care home. 
It is hoped that this study will help to clarify the wor-
ker's part in helping the patient accept and use the family care 
home--at least as far as the program at Boston State Hospital 
is concerned. 
Setting.-- Boston State Hospital is a large publicly sup-
ported hospital which was founded in 1839 by the city of Boston. 
The hospital accepts for care and treatment "insane" persons 
committed in accordance with the statutes of the Commonwealth l/ 
who have had legal settlement in Boston or its political sub-
2/ 
divisions consistently for at least twelve years immediately 
preceding the date of commitment. The hospital also accepts 
for temporary care or observation any person who is of such 
mental condition that commitment to an institution for the in-
sane is necessary for his and the common good; this, too, is in 
ll 
accordance with the statutes. A person may be committed to 
the hos pital for temporary care and observation for a period of 
ten or thirty days, which can be extended if the need is recog-
nized. In this study we are concerned with those patients com-
mitted to t he hospital for an indefinite period of time. As 
l/William E. Dorman and Henry D. Wiggen (ed.), Tercentenary 
Edition of the General Laws of the Commonwealth of I~ssachusetts 
(1932), Vol. I, Chapter 123, Section 2, pp. 50-59. 
£/i.e., Dorchester, Roxbury, Brighton, East Boston, etc. 
lfDorman and Wi ggen, Op. cit., Chapter 123, pp. 77-80. 
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f a r as the hospital policy is concerned, the Boston State Hospi-
tal has as its objectives: 
1. The increase in the number of patients discharged to 
the community, as recovered from mental illness. 
2. The reduction of time spent by each patient in the 
hospital. 
3. The improvement in comfort and sense of well being of 
those who must remain in the hospital. 
4. The more complete rehabilitation of patients who have 
a mental illness so that they may find a secure place 
in the community. 
5. The decrease in the incidence of mental illness in the 
community. 
6. The creation of a place where all professions inter-
ested in mental and emotional problems of people may 
study human behavior and contribute to the alleviation 
of human suffering. 
9. The discharge of its mission in the most efficient and 
economical way with an ever-present awareness of 
obligatt/n and service to the people of this Common-
wealth. 
~Annual Report of the Trustees of the Boston State Hospital 
or the Year ending June 30, 1955 (typewritten). 
10 
Social Service Department.-- The Social Service Department 
of Boston State Hospital was established July 1, 1913, with the 
1/ 
engagement of one social worker. Since this date, the depart-
ment has "continued to serve as a liaison between the patient, 
the hospital, the patient's relatives, and the community, with 
the goal of helping the patient to leave the hospital as soon 
as possible, and to make the best adjustment of which he is 
capable. With patients in the hospital, the social worker 
acts as a member of the psychiatric team, doing casework or 
individual therapy with patients whose major problems are in 
the area of environmental difficulties or problems in inter-
personal relationships, often where work with both the patient 
and his family or a community agency must be carried out 
2) 
simultaneously." When the patient is ready for "trial visit" 
ll 
in the community, it is the responsibility of the social 
worker to assist the patient in regard to his plans for the 
future in the community. In many cases, the social worker 
makes a previsit investigation and interviews the patient's 
relatives. In some cases where the patient has special pro-
blems, the social service worker follows the patient in the 
1 Annual Report of the Trustees of the Boston State Hospital 
or Fiscal Year 1939, p. 6 (typewritten). 
£/Annual Report of the Trustees of the Boston State Hos~ital 
for the Year Ending June 30, 1951, pp. 1-2 (typewritten). 
l/Trial visit status means that the patient may be returned to 
the hospital at a,ny time before the end of a year, if necessary, 
without recommitment proceedings. If the patient is able to 
remain in the community for a year, he is considered discharged 
and is removed from the hospital rolls. It is possible to 
lengthen or shorten this period if circumstances so dictate. 
11 
community setting until he is discharged. For those who cannot 
return to their homes for one reason or another, there is the 
family care program. One worker functions as family care home 
supervisor with the responsibility of evaluating new family 
care homes and supervising existing family care homes. Two 
other members of the staff have casework responsibility for two 
of the homes, and for certain patients in two other homes. 
The Social Service Department of Boston State Hospital 
functions in an auxiliary role to the medical and psychiatric 
treatment of patients. It is concerned with the following: 
some aspects of social history, investigation; casework with 
patients; casework with relatives; trial visit cases; family 
care of patients; and follow-up work with discharged patients. 
Following are details of the social worker's responsibilities 
in work with patients: 
1. The social worker shall be prepared to work as a 
member of the psychiatric team, consisting of 
psychiatrist and clinical psychologist. Whenever 
she works intensively with patients, she will seek 
the guidance and help of the psychiatrist. Pro-
vision should be made for regular consultation 
between doctor and social worker conducting treat-
ment. 
2. Individual therapy of patients may be carried out 
under the supervision of the psychiatrist on as-
signed patients assignments to be made by the 
psychiatrist. It is suggested that cases where 
major problems are in the area of social environ-
mental difficulties be assigned. The social worker 
is often best able to handle these patients where 
work with both the patient and family must be 
carried out simultaneously. 
11 
1/Walter E. Barton, Policy Letter 35, March 1947 {mimeographed) 
12 
3. Every caseworker in the Social Service Department 
should carry, at all times, several patients for 
intensive casework. Patients may be either in or 
out of the hospital on visit status. 
4. The social worker may contribute under the direc-
tion or association with the psychiatrist in group 
psychotherapy either with the patient, the family 
or relatives. 
Of the details covering service to relatives, the following are 
pert1nent: 
1. \~ile the physician works with the patient, the 
social worker may work with the family attitudes 
and problems as they affect the patient and his 
illness. 
2. The social worker may also interpret for the doctor 
special situations or special treatment needs. 
3. The social worker may be asked to secure commitment 
permits and interpret the need for continued hos-
pitalization in all instances where permits are 
not obtained directly by the physician. 
4. The social worker may be asked to interpret the 
need and secure permits for various diagnostic 
and treatment procedures where this is not obtained 
through ordinary channels, correspondence, or 
directed ~~ the physician in his contact with the 
relative.b 
Traditionally there are five major areas of social work 
function in a mental hospital: intake services, cooperation in 
treatment, cooperation in planning, the administering of con-
Y 
valescent or follow-up care, and research. At Boston State 
Hospital, as at many other mental hospitals, the physician 
takes the anamnesis. The social service intake process has 
1/Walter E. Barton, Ibid., p. 2. 
ysocial Service Department, Social Work Theory and Practice 
at Boston State Hospital, June 1951, p. 7 (mimeographed}. 
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been concerned primarily with obtaining commitment permits 
from relatives. -N.hereever possible, there is follow-up of this 
brief contact with the relatives with a longer contact with 
relatives, the patient or both, in order to relieve some of the 
anxiety engendered by the hospitalization of a family member. 
Social workers attend ward and service meetings, meetings with 
occupational therapists, have special social service meetings 
with the psychiatrist in charge of each service and make every 
effort to have the team approach function adequately. In ad-
dition to work in the five major areas mentioned above, each 
social \o'Vorker at Boston State Hospital has patients whom he 
sees intensively at a regularly scheduled hour. Members ofthe 
Social Service Department participate in lectures, discussions 
and case conferences on various aspects of social service for 
the benefit of the student nurses, occupational therapists, 
theology students, medical students and resident psychiatrists 
at the hospital. Ten social work students received field work 
supervision at Boston State Hospital during the past year. All 
except three of the workers are either leaders or recorders for 
group therapy sessions with patients in various stages of re-
covery. There are social service staff meetings weekly and 
case work consultation meetings weekly (limited period of the 
year) for which an outside consultant is engaged. A Staff 
Activities period once a week gives all members of the hospital 
staff an opportunity to present their experiences in projects 
in which they are interested. There is also a research meeting 
14 
which offers suggestions before a paper is published. Four 
members of the Scoial Service Staff have had an opportunity to 
present aspects of their work at either the staff activities 
period or the research meeting during the past year. 
As of June 1, 1956, the Social Service Department had one 
head worker who functions as administrative head o~ the depart-
ment, twelve socia l workers, and one unfilled position. Present 
policy of the department is to require a master's degree from 
a school of social work as a prerequisite to employment as a 
member of the social service staff. 
History of Family Care Program at Boston State Hospital.--
In 1922, the Boston State Hospital started an occupational 
therapy center for patients at Hopkinton, Massachusetts. The 
purpose of this center was to give convalescent care and ther-
apeutic treatment to mental patients. This program was under 
the Department of Mental Diseases. It was only for women 
patients who were not well enough to go home, but were well 
enough to leave the hospital under special care. It gave them 
an opportunity to make a gradual adjustment from institutional 
life to life in the community. It was considered an intermedi-
ary step and not a final haven for chronic or inferior y 
patients. 
The superintendent of each state hospital had the power to 
place patients in boarding-out homes according to the law set 
up by the commonwealth of Massachusetts under the Department of 
1/Report on the Occupational Therapy Center at Hopkinton, Mass-
achusetts, 1929 (typewritten). 
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Mental Health. All the state hospitals in Massachusetts were 
free to use this center although the Boston State Hospital was 
to supervise the program. This was regarded as a boarding-out 
plan. The center was for those who were really too well to 
remain in the hospital and yet were not sufficiently recovered 
to take the complete step from the hospital into the community 
without something in between. 
In 1929, seven years after the occupational center at 
Hopkinton, Massachusetts had been established, certain problems 
arose that led to recommendations and proposals by the head 
social worker at Boston State Hospital. These recommendations 
for the improvement of the occupational therapy center at Hop-
kinton led to the development of the present-day family care 
program. Many of these recommendations have been adoP.ted and 
J} 
put into use in the present-day family care program. 
On August 1, 1930, the occupational center moved to City 
Mills from Hopkinton, Massachusetts, but was still managed by 
the same caretaker. The work done there consisted largely of 
sewing and various kinds of fancy needlework. The articles 
were sold and the proceeds went to a fund. A certain amount 
was paid to each patient, according to the work accomplished, 
thus giving them spending money for small personal needs. The 
remainder of the fund was used to pay for materials and for 
other expenses. An occupational worker was maintained at City 
1/Annual Report of the Trustees of the Occupational Therapy 
Center at Hopkinton, 1923 and 1929. 
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Mills who directed the activities of the group, made the neces-
sary plans, purchased the materials and had the responsibility 
for finding a market for the finished products. The food, house 
and other details of board and room were arranged by the care-
t aker. The State paid $12.00 a week for board of each patient 
in 1937. 
11 
From this money the occupational therapist was also 
paid. The Board of Trustees saw the need for more convales-
Y 
cent homes, not one but several. The City Vtills project was 
discontinued in March 1937 because the slow rate of movement 
from the community to the center did not warrant the high rate 
(for that period) paid by the State for these patients. Instead 
of ten or twelve patients as had been usual in the occupational 
center, Boston State Hospital began to place a smaller number 
(one to six) in smaller individual homes. 
According to Policy Letter 35 of March 1947, directed to 
all physicians and social workers, and the superintendent of 
nurses, concerning responsibilities of the Social Service De-
partment, it was directed that the Social Service Department 
11 
operate a comprehensive family care program: 
"1. They will seek out and find new homes and aim at 
expansion of the present Family Care program. 
2. The following types of patients are recommended 
for placement in Family Care: 
i/Report 
I\farch 1, 
Massachusetts 
g/Annual Report of the Trustees of City Mills for the Year 
Ending 1936 (typewritten). 
l/Walter E. Barton, Policy Letter 35, March 1947 (mimeographed). 
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a. The quiet, open ward type of patient who has no 
proper home of his own available and no indivi-
dual visit resources. Patient should be non-
alcoholic and not a sex problem. 
b. Patients who are capable of working and support-
ing themselves; these patients may hunt for a job while living in a family care home. As soon 
as they have found a job they nay seek and find 
individual residence elsewhere. 
c. Quiet, cooperative patients 'with active psychosis. 
These patients may be expected to improve, and 
when they do so, their own families may be will-
ing to assume responsibility for them. 
3. The social worker will see that the patient is properly 
supervised by visiting at least once a month. He/she 
will supply his needs and remain in communication with 
the immediate Family Care supervisors." 
As of November 30, 1948 four homes were in use with a total 
11 
of fifteen patients. As of April 30, 1956, there were four-
Y 
teen homes with a total of sixty-three patients. 
1/Eileen Louise Shaaley, A Study of the Job Adjustments of Men-
tal Patients Vlho Haye Been in Therapeutic Family Care Homes as 
Compared With an Equal Number of Patients Who Did Not Have 
Therapeutic Family Care, Unpublished Master's Thesis, Boston 
College, 1949. 
Z/Family Care Census, April 30, 1956. 
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CHAPTER II 
RESEARCH DESIGN 
Research questions.-- This thesis is a study of the selec-
tion of patients for family care homes, preparation of patients 
for family care homes, of problems presented by the patients 
before, during and after placement, and the role of the worker 
throughout this process. Specifically the writer is asking: 
How are patients selected for family care homes? What prepar-
ation is there of the patient for placement in a family care 
home? How is the home selected, and what elements in the family 
care home does the placing worker feel will be beneficial to 
the patient? What was the patient's initial reaction to the 
home? Who is responsible for the patient after placement? 
What are the problems presented by the patient after placement? 
In order to answer these questions, a lengthy question-
1/ 
a ire was drawn up as a gui~to selection of material from the 
records, from the interviews with the three placing workers and 
the interviews with the family care supervisor. The rest of 
this chapter describes in detail the research design, and the 
chapters that follow present as many of the answers to these 
questions as it was possible to obtain. 
1/See schedule in appendix. 
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Methods.-- The sources of information in this study in-
clude family care monthly census sheets, clinical records, social 
service records and interviews with the hospital social workers 
to whom the cases were known. The clinical records provide 
identifying information such as age, sex, race, religion, mari-
tal status, and some background information about personal and 
social relationships. In some cases the social service record 
contained a resume of this information, but in most cases since 
the social service records are kept in a separate section of the 
same folder with the clinical record, the social service record 
was merely a continuation of the clinical record with emphasis 
on how the patient reacted to the social worker and whether or 
not the social worker felt the doctor's plans for the patient 
could or could not be carried out. In very few instances did 
the more recent records (those in which the patient had been in 
the hospital less than three years) give information concerning 
preparation for family care placement or indications of how the 
patient was prepared for transfer to another social worker. 
Obtaining this information was dependent upon interviews with 
the social workers. The clinical records provided diagnosis, 
historical information, correspondence, annual medical and 
mental examinations, and reasons for referral to social service. 
Because family care records before 1953 were not uniform in 
content, it is impossible to evaluate the efficacy of the pro-
gram as far as its therapeutic value is concerned. Actually, up 
to Summer 1955 family care seems to have been a method of taking 
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care of those relatively stable patients who because of the 
limit of one former mental patient to a nursing home, could not 
be placed in the community through nursing home care. Since 
1955 the limit per nursing home has been raised to four patients 
or former mental patients per home, and a different type of 
patient can be placed in family care and such a change in em-
phasis was officially made October 15, 1955. A copy of this 
directive and a press release for November 1955 are included in 
the a ppendix. 
Qgmple selection.-- As of December 31, 1955, there were 52 
patients (all female) in twelve family care homes as listed on jJ 
the family care monthly census sheet. The homes have been in 
existence for varying lengths of time and the patients had been 
in t he homes for periods ranging from a few months to over seven 
years as calculated in the most recent placement or replacement 
in the home. Following is a breakdown of the length of place-
ment without interruption as of December 31, 1955: 
Less than six months ••••••••••••••••••••••••• 8 
Six months but less than one year •••••••••••• 9 
One year " " " two years ••••••••••• lO 
Two years " " " three years •••••••• ·12 
Three years " " " four years •••••••••• 4 
Four years " " " five years •••••••••• 5 
Five years " " " six years ••••••••••• 3 
Six years " " " seven years~·······~ 0 
Seven years " " " eight years. • • • • • • • • 1 
Total ••••••••••• 52 
1/This is a monthly report of patients in family care homes, 
prepared by the family care supervisor for submission by the 
Social Service Department to the Superintendent of the Boston 
State Hospital 
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It was noted after inspection of the monthly family care 
census sheets beginning December 31, 1953, that some patients 
have remained for years in the family care home, and others 
returned almost immediately to the hospital. Others went on 
trial visit, extended visit, or ahsence without approval status. 
It was decided to study the group who remained in family care 
homes to see what type of group this constitutes, what sort of 
patient is selected, and what help is given to him by the social 
service staff members before, during and after placement, which 
has enabled him to remain in the family care home. Whether or 
not this stay has been desirable from the standpoint of complete 
rehabilitation has not been studied. 
Inspection of the records of these fifty-two patients indi-
cated that although the last listed placement or replacement may 
have been made recently, actually many of these people have been 
in family care for longer periods than the above table would 
indicate. In most instances, the worker who made the initial 
placement, or who prepared the patient for placement in family 
care, has left the agency, and the social service records were 
inadequate for purposes of this study without a personal inter-
view. It, therefore, became evident that the study would have 
to be limited to the more recent placements with emphasis on 
whether or not the worker would be available for comment. The 
period of placement of at least six months but less than two 
years seemed to be the period which would provide cases on which 
a worker would be available for comment. There were nineteen 
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cases which fell within this period. All nineteen cases were 
carefully inspected. It was found that eleven of the cases were 
initial or first placements and the rest ranged from two to five 
placements. The system of reporting changes in family care 
status of patients is necessary for hospital statistics, but 
does not indicate how many changes have been made previously. 
Placement, as listed on the census sheet, may mean initial place-
ment from the hospital; it may mean a transfer from one home to 
another without return to the hospital, or it may mean that the 
patient is returning from the hospital to the same home, but 
that a month has elapsed before he is able to return to his 
family care home. If he returns to the same home in the same 
month, then the action is called replacement, and the date of 
the previous placement is noted plus the current one. The fol-
lowing month, the date of replacement is sometimes carried for-
ward simply with the date of the current replacement. This 
system does give some indication of major shifts in the patient's 
housing, but does not make for readily accessible information. 
The exact number of changes can be obtained only through the 
clinical record, or follolt·Ting the statistics from month to month. 
In addition to these eleven, five cases of second place-
ments or replacements which are similar enough to the original 
eleven to be considered in the same group are included. These 
are all cases which statistically are in the category of second 
placement, but for all intents and purposes can be considered 
vdthin the first placement group. One patient remained in her 
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first family care home but had been on trial visit status. When 
she lost her job, she was returned ~o family care status while 
still remaining in the original home. In two other cases, 
changes in placement were made not because of the need of the 
patient or lack of adjustment of the patient to the first home, 
but beca use of an administrative decision. One patient was 
moved from a permanent home to a temporary home. In the second 
case, administratively, it was necessary to conserve transpor-
tation time while lengthy dental work was being done at the hos-
pital. (This transfer was made less than six months from the 
end of the stated period.) In two other cases, the initial 
placement should not have been made at the particular time it 
was made. In one case, the patient was a voluntary patient and 
had to be returned to the hospital while her commitment was 
changed to a regular commitment so that board payments could be 
made to the family care mother. The other patient was being 
seen by a student, but the placement was made while the student 
was on vacation from the agency. The worker who made the second 
placement in this case was available for questioning. In the 
first four cases, the first worker was either available or made 
both placements. With inclusion of these five cases, the entire 
sample consists of 16 cases. 
Limitations.-- This study is limited by the number of homes 
available for study, and the number of social workers available 
to supply information as to what their action was in helping the 
patients accept and use fami ly care homes. The older records 
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contain more information as to the reason for referral to family 
care homes and show to a much better extent the teamwork appr~ 
than do the later records, and while the case record was more 
complete, the social worker was not available to answer specific 
questions regarding the process. This study does not attempt to 
answer the question of what a successful placement is, but util-
izes the records of sixteen patients upon whom there is suffici-
ent infornation to base a study, from the group of those who 
have been in placement six months to a year but less than two 
years. 
There are then thefollowing limitations: 
1. The sample is limited by the smallness of the entire 
population of the family care homes, and may not be 
a representative sample of the type of patient who 
could be expected to move on to even better community 
adjustment. Realistically, family care has been used 
almost as a substitute for nursing home placement 
until the summer of 1955, when rules were changed to 
allow more than one mental patient to be placed in a 
nursing home. 
2. The cases are those handled by three placing workers 
which does not give the study much objectivity, but 
because of the focus of the study, it is necessary to 
choose the more recent placements, so that the function 
of the worker can be explained in detail. 
3. In presenting material in retrospect, the worker con-
cerned is limited by his memory and ability to be objec-
tive. 
4. In very few cases do the records give information con-
cerning family care preparation except those previously 
handled by a student worker. 
5. The present family care supervisor has been supervisor 
for only one year, and his casework duties over and 
above his function as family care home supervisor limit 
his activity as a family care supervisor. 
6. The study cannot of necessity be as detailed as worker 
would like to make it because limitations of time are 
involved. 
Operational definitions.--
!. Family Care Home 
This thesis is concerned with the placement of patients 
in family care. This refers to a patient or patients being 
placed in homes other than their own with a responsible person 
receiving pay for their lodging and board and for giving close 
attention to the patients' personal welfare in collaboration 
with a psychiatric hospital. In the United States the term 
"foster homerr is synonymous with "family care home" and the 
writer has tried to refer to foster homes when speaking of the 
country as a whole but family care when speaking of the Massa-
chusetts program. Usually in the family care home there is a 
woman and her husband who are actually the caretakers of the 
mental pa tient. In Maryland these people are called "care-
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holders". At Boston State Hospital they are referred to eith-
er as ca retakers or as the family care mother and father. The 
patient, of course, would not address the caretaker in this 
fashion, sinc e in many instances the patient is older than the 
caretaker. The parental terms are used in the sense that what 
is expected of the caretakers is something more than that which 
would be expected of the n:a nager of a boarding home. The care-
t aker is expected to provide the same sort of care that a good 
pa rent \'Vould provide--a service more than money will buy. The 
caretaker is expected to provide for the complete physical needs 
a nd as much of the patient's emotional needs as possible. 
The patient is not on trial visit; he is considered an 
inmate of the institution. In most instances, the woman is the 
one with whom the hospital has contact, and the family care 
home is lis t ed under the woman's name and monthly checks for 
patients' board are made out to the family care mother. Board 
is paid at the rate of twenty-one dollars per week. A clothing 
allowance of t wenty-five dollars a year is a llowed for each 
patient. Additional clothing is provided through donations to 
th e hospital. Medical and dental care is provided through 
hospita l facilities. 
2. Home Finder 
In some agencies the work of the person who interviews 
and selects the family ca re applicants (the home finder) and 
!}Ruth and Edward Brecher, "Pat ients on Parole", The Saturday 
Evening Post, March 1955, pp. 19-20. 
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the worker who maintains contact with the patient after his 
original worker has placed the patient in the home are two 
separate people. At Boston State Hospital, the family care 
supervisor, a social worker with both group and casework train-
ing, has both duties, although there are two homes which are 
still the responsibility of two other staff social service 
workers. In order to distinguish the two workers, I have in 
some instances, called the original person who wishes to place 
a patient the "placement worker" and the family care home super-
visor the "home finder". 
3. Worker 
Caseworker, social worker, staff worker, psychiatric 
social worker are used interchangeably. In speaking of the 
"worker" the writer means the social worker who is working at 
the psychiatric setting, Boston State Hospital. This worker, 
who is responsible for the referred patient, is called the 
"Placement" worker when dealing with the home finding worker as 
a means of separating functions in this particular operation of 
selecting a suitable home for the patient. 
4. Casework 
"Social Casework is an art in which knowledge of the 
science of human relationships and skill in relationship are 
used to mobilize capacities in the individual and resources in 
the community appropriate for better adjustment between the 
!) 
client and all or any part of his environment." 
iJSocial Service Department, Social Work Theorj and Practice at 
~oston State Hospital, June 1951 (mimeographed , p. 1. 
CHAPTER III 
DESCRI PTION OF THE GROUP STUDIED 
Age.-- The patients chosen for the present study describing 
the function of the social worker in helping patients move back 
to community life through placement in family care number six-
teen. 
The ages of the patients as of December 31, 1955 ranged 
from 31 to 72 . The average a ge for the group was 55.6 years. 
Table 1. illustrates the frequency distribution. In general 
it can be said that t he patients represented an older age group, 
since 12 (75 percent) were over 50 years of age. 
If we calculate the age at time of placement, we get a 
slightly different view beca use the calculation is made at the 
date of first placement, which in one case occurred two years 
before the s econd placement and in allcases a t least six months 
before December 31, 1955. Average age at the time of first 
placement was 54.8 ye~rs. Age distribution was exactly the 
same a s is shown in Tab1e 1. Twelve (75 pe rcent) of the group 
were 50 years of age or older. 
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Table 1. Distribution of Ages of the 
Group as of December 31, 1955 
Years of Age Number of Patients 
(1) (2) 
30- 39.............. 1 
40 . - 49. . • • • • • • • • • • • • 3 
50- 59.............. 6 
60- 69.............. 5 
70- 79.............. 1 
Total.......... 16 
Sex.-- All the patients in this study are female. At one 
time Boston State Hospital had a home housing males, but it is 
no longer in existence. Efforts are being made to secure homes 
for men, but at a group meeting of caretakers on May 16, 1956, 
it appeared that the caretakers present preferred women. They 
felt that women were "easier to control" and that it was 
nsocially more acceptable" to care for women. It may also be 
"tradition", since there are two mother and daughter teams 
responsible for four of the current homes. Most of the other 
caretakers have had experience in working with mental patients 
or have known people who have been caretakers for this or other 
hospitals. 
Religion.-- Nine of the patients were Catholic; six were 
Protestant; and one was Hebrew. It is not surprising to find 
that over half of the patients were Catholic, since the hospital 
serves an area which is predominantly Catholic. In three of 
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these cases, religious beliefs were of paramount concern to the 
patient and in two of these three, the patient had expressed 
feelings of omnipotence during psychotic episodes. Whenever 
possible, consideration is given to placing patients in homes 
of the faith they have chosen. In one case worker felt that the 
most essential element in the placement would be access to wor-
ship in a church of the patient's choice. In this case both the 
social worker and the family care supervisor worked on this as-
pect of placement. Arrangements with one of the church socie-
ties to furnish transportation to and from services were made. 
In another ca se, the worker felt that a rejecting family used 
placement in a home of a different faith as an objection to 
family ca re placement of the patient. Placement delayed until 
the family could accept this necessity, although the pa tient 
expressed sat isfaction with the arrangements. Placement of 
Jewish patients is limited because of the lack of Jewish homes. 
More city homes nearer to the synagogues would be helpful in 
this respect. There are only two Boston homes and one of t hese 
is the home for Negro patients. 
Birthplace of patient and parents.-- In order to be eli-
gible for treatment at Boston State Hospital, residence in 
Boston of at least twelve years is required. Seven of the 
patients were born in Boston. Of the sixteen pat i ents in this 
study, f our patients were foreign born, and in ea ch case both 
parents were f oreign born. Of the twelve who were born in the 
Uni ted States, four had both parents born in the United States 
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and two had one parent who was born in the United States. Four 
had parents who were both foreign born and the birthplace of 
two parents was not known. Of the four patients who were 
foreign born, two had become citizens of the United States, and 
citizenship of the other two was unknown. Seven sets of parents 
were British subjects with four of the seven born in Ireland. 
Since ten of the sixteen patients had one or both parents for-
eign born, one might speculate that these individuals might have 
experienced difficulty in adjusting to United States social cus-
toms because of the different cultural patterns of their par-
ents. 
Race.-- Twelve of the patients studied were white and four 
were Negro. Only one home is available for Negro patients, and 
two of the six patients allowed by law had already been placed 
as soon as the home was approved in 1953. 
Marital status at time of placement.-- Seven of the pati~ 
were single; six were widows; two were either divorced or sep-
arated and one was married. None of these people had homes of 
their own to which they could return. The one married indivi-
dual's home had been disbanded, and the husband was not inter-
ested in reestablishing it for the benefit of his wife. 
Employment.-- Most of the sixteen had not been employed 
immediately prior to hospitalization. One, because of severe 
mental deficiency had no work history. Four were classed as 
housewives but two of these had worked previous to marriage. 
Four were domestics; four were clerical workers; two were wait-
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resses; and one was a telephone operator. Realistically, it 
would be difficult for most of these women to find work because 
of their advanced age. Two of them were mentioned as working 
after the death of their husbands. Because of the number with 
housework experience (nine were _married, widowed or divorced, 
and three single women had been domestics), one might speculate 
that family care homes would furnish a familiar setting which 
would facilitate adjustment after placement. 
Educational level.-- Nine of the patients did not achieve 
education higher than the eighth grade. Six co~pleted some or 
all of the high school grades, and one completed college. Of 
the patients who completed the eighth grade, one went to a 
trade school and another to night school. One went through high 
school and then to business school. 
Table 2. Educational Level 
Grades Completed Num~er of Patients 
( 1) 
1 to 6 ••••••••••••• 
7 •••••••••••••••••• 
8 •••••••••••••••••• 
9 •••••••••••••••••• 
10 ..•• •••..••••...• 
11 ••••••••••••••••• 
12 . ............... . 
College •••••••••••• 
Total ••••••••• 
( 2) 
3 
0 
6 
1~ 
1 
1 
3 
1 
16 
2/Not doing standard work because of mental 
retardation. 
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Mental status.-- Table 3. indicates that ten of the pati~ 
are considered to have average intelligence. On the basis of 
this figure, one might have expected their schooling to have 
reached a higher level. According to the record, it was econ-
omically impossible for some to continue beyond the eighth grade 
level. 
Table 3. Mental Status as Listed in Patient's 
Record 
Mental Status Number of Patients 
(1)_ (2) 
Above average............ 1 
Average.................. 10 
Dull normal.............. 1 
Retarded................. 1 
Mentally deficient....... 3 
Total........... 16 
Diagnosis on Admission of Patients in the Study Group.--
Among the 3000 patients at Boston State Hospital who are 
chronically ill and not acute admissions, roughly 49 percent 
are schizophrenic. About 40 percent are senile and arterio-
sclerotic, leaving only the balance (11 percent) to inc~ude 
11 
the other categories of which the study group is comprised. 
The study group is not representative of the chronic residents 
of the hospital. Table 4. shows that 8 patients, half of the 
!/Walter E. Barton, Superintendent, Boston State Hospital, 
Memorandum to writer, June 25, 1956. 
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sample are grouped under the heading of affective psychosis, 
and three a.re listed under schizophrenic reaction, three under 
psychosis with mental deficiency, and two under organic psycho-
sis. In view of the fact that almost half of the chronic 
patients are estimated to be schizophrenic, it would be expected 
that a larger number of the study group would be schizophrenic. y 
In the sample group of fourteen patients who were considered 
unsuccessful family care placements, there were five (over one 
third) who were diagnosed schizophrenic. Since half of the 
present study are in the group with affective psychosis, this 
might indicate that the patients with this diagnosis are more 
acceptable to the family caretakers. 
Median age at the time of first placement is fifty-six 
years for those in the affective psychosis group, as compared 
to sixty-one years for those with organic psychosis, sixty-two 
for those with schizophrenic reaction and forty-one for those 
with mental deficiency. 
1/Walter E. Lenk, Jr., A Study of the Unsuccessful Adjustments 
of Fourteen Patients from the Boston State Hospital Between 
September 1, 1954 and August 31. 1955, Unpublished Master's 
Thesis, Boston University, 1956. 
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Table 4. Diagnosis on Admission and Age 
at Placement of the Study Group 
Diagnosis Median Age at Number of 
Placement Patients 
~ll { 2l {21 
Organic psychosis ••••••• 61 2 
Schizophrenic rea ction •• 62 3 
Affective reaction •••••• (56) (8) 
Manic depressive •••••• 57 4 
Psychotic depressive •• 43 1 
Involutional psychosis 59 3 
Mental deficiency •• • •••• 41 3 
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History of mental illness.-- In order to understand the 
chronicity of the patients' illnesses, four aspects of the 
illness have been taken into account: (1) the number of hospi-
talizations prior to the present hospitalization; (2) the total 
time spent in the hospital in the present hospitalization to the 
time of first placement in family care; (3) the total time spent 
in mental hospitals prior to this hospitalization; (4) the total 
amount of time spent in mental hospitals prior to placement. 
The following table shows that six of the patients had 
never been hospitalized before, and only two had been hospital-
ized as many as four times. Of the ten who had been hospital-
ized, seven had received less than six months of hospitalization. 
The amount of hospitalization varied from seven days to a little 
over three and one half years with only one patient having 
received more than three years of hospitalization prior to this 
hospitalization. 
Table 5. Number of Hospitalizations Prior to 
Present Hospitalization 
Number of 
Hospitalizations 
(1) 
0 ••••••••••••••••• 
1 ..••••.•••••••••• 
2 ••••••••••••••••• 
3 •.••••••••••••••• 
4 •••••••.••.•••••• 
Total •••••••• 
Number of Patients 
(2) 
6 
6 
2 
0 
2 
16 
37 
Table 6. Time Spent in Mental Hospitals 
Prior to this Hospitalization sf 
Time Spent in 
Mental Hospitals ( 1) 
0 Days • ••••••••••••••• 
1 Day to one month •••• 
1 month to 6 months ••• 
6 months to one year •• 
1 year to 2 years ••••• 
2 years to 3 years •••• 
3 years to 4 years •••• 
Number of Patients ( 2) 
6 
4 
3 
0 
1 
1 
1 
Total........... 16 
~/This includes trial visit, weekend visits, 
and also previous hospitalization at this 
hospital. 
Table 7. indicates that ten of the sixteen patients had 
been hospitalized less than five years at Boston State Hospital. 
Four of the ten had been at this hospital less than a year. 
The shortest period of hospitalization was one month, and the 
longest was forty-four years. 
Table 7. Time in Present Hospitalization Measured 
from Date of Admission to Date of Family 
Care Placement 
Time Spent in 
Present Hospitalization ( 1) 
Less than 6 months •••••••••••• 
Six months to one year •••••••• 
One year •••••••••••••••••••••• 
Two years • .................••• 
Three years ••••••••••••••••••• 
Four years •••••••••••••••••••• 
Thirteen years •••••••••••••••• 
Sixteen years ••••••••••••••••• 
Twenty years •••••••••••••••••• 
Twenty-one years •••••••••••••• 
Forty-four years •••••••••••••• 
Total •••••••••••••••• 
Number of Patients ( 2) 
2 
2 
2 
2 
0 
2 
1 
1 
2 
1 
1 
16 
Time spent in previous hospitalizations was added to the 
time spent in this hospital to form Table 8. which indicates 
the length of time spent in mental hospitals. This does not 
represent the time from the onset of illness, but merely the 
time spent in mental hospitals. The smallest amount of time 
was two months and the largest was forty-four years. Table 8. 
indicates that total hospitalization for ten of the patients 
before placement in family care homes was less than five years 
with six of the ten hospitalized for less than two years. 
There are only two patients in the period above ten years but 
less than twenty years. Three had been hospitalized from 
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twenty to twenty-five years and one had been hospitalized over 
forty-four years. 
Table 8. Total Time of Hospitalization Prior to 
First Placement in Family Care Home 
Time Spent . in Hospital 
l 
Two months to one year •••••• 
One year •••••••••••••••••••• 
Two years ...••......... ..... 
Three years ••••••••••••••••• 
Four years ••••••• • •••••••••• 
Thirteen years •••••••••••••• 
Sixteen years ••••••••••••••• 
Twenty years ••••••••••••••.• 
Twenty-one years •.••••.••••• 
Twenty-four years ••••••••••• 
Forty-four years •••••••••••• 
Total ••••••••••••••••• 
Number of Patients 
2 
3 
l 
3 
l 
2 
l 
l 
l 
l 
l 
l 
16 
Living arrangements prior to present hospitalization.--
Table 9. indicates that at the time of the present admission 
over half (nine) of the study group were living alone; four 
were l i ving with members of the original family unit; and three 
were \"lith husbands and/or ch-ildren. 
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Table 9. Living arrangements prior to present 
hosp i tali za ti on 
Living with ( 1) 
Primary Family ••••.•••••••• 
Mother . .......... . .....•. 
Step-mother .•••••.•••.••• 
Parents . ................ . 
Sibling and sibling's •••• 
children 
Con.;ugal Family •••••••••••• 
Husband and children ••••• 
Child . ............ · · · · · · · 
Living Alone ••••••••••••••• 
Number of Patients (2) 
(1) 
( 1) 
fr~ 
( 2) 
(1) 
4 
3 
9 
Total............. 16 
Social relationships and economic status.-- Twelve of the 
sixteen cases suffered from feelings of "aloneness". Case 
histories described them as excessively quiet, isolated, shy, 
seclusive, aloof, retiring and secretive. There was no infor-
rna tion about one patient, and there were two patients only who 
"had friends" or were considered to be gregarious. 
In the ca se histories, three were listed as being intem-
perate as far as alcoholic habits were concerned; four were 
temperate or moderate drinkers; two were absinant; and there 
was no information about seven. 
All the patients came from an urban setting , which is to 
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be expected, since the hospital serves the city of Boston ex-
clusively. The economic adjustment of all the patients was 
"marginal 11 at the time of admission. 
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CHAPTER IV 
SELECTION OF PATIENTS 
Family care is a method of rehabilitation selected for 
"certain" patients, but is not an appropriate method for all. 
If the patient were sufficiently recovered and could maintain 
himself without help from anyone, there would be no problem. 
He could live alone in the community, or with his relatives, if 
this would bring about return to the hospital. He could select 
his cwn job and his own friends. The patients seen by the 
Social Service Department have special problems, and those who 
are included in the family care program have more problems than 
the average patient. In the Reception Building, there is a 
concerted effort to help the relatives of patients abandon the 
idea that the patient has left his home in the community for-
ever because of his admission to a psychiatric hospital. Em-
phasis is placed on helping the patient's relatives regard the 
hospital as a community resource, where the patient can receive 
treatment and then return to the community. The social workers 
in the Reception Building see as many of the relatives as pos-
sible. Not only does this contact help the social worker in 
planning for the patient, but the social worker is able to 
interpret the home situation to t other members of the psy9hi-
atric team. If it appears that relatives have difficulty 
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understanding the patient's needs and have attitudes which inte~ 
fere with optimum recovery of the patient, efforts are initiated 
to help overcome these obstacles. Within the limits of time, 
some members of the patient's family are helped by intensive 
casework. If the home situation is favorable, and can be ad-
justed to the needs of the patient, the choice is to return the 
patient to his own family group. "This hospital returns about 
fifty percent of its newly-admitted patients to their homes in 
sixty days, and about sixty-six percent of them leave during the 
v 
f irst year after admission." The thirty-four percent who have 
not sufficiently recovered to return to the community or rela-
tives are transferred to the chronic service section of the 
hospital. In this study of sixteen patients, three came from 
the Reception Service and thirteen from the chronic service. 
Only three social workers were involved in the placement of 
these patients; one from the Reception Building and two from the 
chronic services. 
As has been suggested, the usual plan is for the patient to 
return to his home. This may not always be possible. The socUi 
worker is the one individual in the hospital set-up who under-
stands the present home situation specifically as it relates to 
the welfare and discharge planning of the patient. 
The social worker, througp participation in staff meetings, 
can offer useful observations and can contribute to the over-all 
1/Boston State Hospital, Annual Report for the Year Ending 
June 30, 1955, Bostho News, February-March 1956, p. 1. 
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planning for the patient. Although the ultimate decision as to 
whether or not the patient goes to a family care home is the 
responsibility of the psychiatrist, his decision is often based 
on the initial suggestion of the social worker that the patient 
be considered for the family care program. In eleven of the 
sixteen cases considered here, the initial suggestion for family 
care placement came from the social worker, based on his know-
ledge of the patient's behavior in the hospital, his knowledge 
of relatives' attitudes and wishes and the present home facil-
ities and his knowledge gained from the other helping profes-
sional persons in the hospital. 
Referral.-- In six of the sixteen cases, the patient had 
been referred to the present worker previously for limited ser-
vice. In ten of the cases, the referral for the family care 
program was made informally at a staff meeting. 
Annual mental examination.-- In eight of the sixteen cases, 
the latest mental examination or psychiatric evaluation had men-
tioned the possibility of future community placement under 
supervision, either through trial visit status, or through 
family care. Other recommendations made were: two for nursing 
care, one each for continuing present management, custodial care, 
\vard activity, light responsibilities and group life. There 
was no current mental examination for one patient. The most 
frequent description of the patients made by the ward nurse at 
the time of the annual mental examination appears to be "clean, 
quiet and cooperative". Occasionally this was varied with 
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"works" and "is neat". In the majority of cases, the patient 
was considered by the examining doctor not to be ready for 
release. In two cases, he considered it a future possibility. 
In order to understand the reason for selection by the 
social worker and the psychiatrist for family care, it is neces-
sary to examine wherein the elements in the home situation do 
not meet the requirements for the patient's care, and to examine 
the strengths or weaknesses in the patient which make family 
care appropriate for him. 
All three social workers were queried on what constituted 
"readiness" of a patient for a family care home. It must be 
emphasized that no one reason was given. Each worker gave from 
two to five reasons for the selection of each patient, such as: 
"relatives unable to care for her," "could not benefit from 
further hospitalization," "able to care for own physical needs:' 
"needed moderate supervision," and "needed support of family 
care home." 
In each case reasons were given which indicated that the 
home environment and/or attitudes of the relatives precluded 
the patient's return home. Whenever a relative was available, 
his attitude toward the return of the patient was carefully 
considered. In all except one case there were relatives. In 
some cases they were unavailable. Either they lived at a dis-
tance from the hospital or they lived out of state. 
Attitude of relatives toward return of patient.-- An effort 
was made to classify the relationship within the family group at 
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the time that the patient was considered for discharge planning. 
Table 10. classifies these relation ships as "mixed," "negative" 
11 
or"positive". A "mixed" relationship within a family is 
considered to be one in which there was interest in the patient, 
but family members felt anxiety about the patient's behavior 
because of her history of hospitalization and felt anxiety about 
taking t he patient into the home. "Negative" families rejected 
the patient and refused responsibility for her care when the 
hospital considered her ready for some sort of community living. 
Sometimes these homes were broken by divorce, or the family 
members had grown away from the patient and lost interest in her 
because of the length and severity of her illness. In the homes 
considered "positive" there was definite interest in the patient 
even if the interested relative or relatives were not able to 
have her in their home. 
Table 10. Attitude of Relatives Toward Return 
of Patient to Home 
Attitude of Family Number of Patients 
(1) (2) 
Positive.................. 5 
Mixed..................... 2 
Negative.................. 7 
Unavailable............... 2 
Total.............. 16 
1/Jean E. Berry, The Social Worker's Preparation of the Psychi-
atric Patient for Leaving the Hospital, Unpublished Master's 
Thesis, Simmons College, 1955. 
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As might be expected in situations where the patient is 
older and has lived apart from the primary family or whose 
rela tives have other obligations, the prevailing attitude was 
negative. Seven of the relatives were in this class. Five 
seemed to have genuine interest in the relative, but were unable 
to care for her. Two families were ambivalent, and t wo were 
unavailable becaus e of death or out-of-state residence. 
Factors indicating inadequacy of home.-- When reasons were 
a nalyzed for ruling out the home, it was found that these rea-
sons could all be classified under the following headings: 
1. Physical or economic incapacity of the relative to care 
f or the patient. 
2. Unavailability of relatives, usually because of death, 
out-of-state residence or distance from the hospital. 
J. Physical or emotional needs of the patient demanded more 
care than relative was able to give. 
4. Unwillingness of r elative to care for pati ent. 
Most of the answers were a combination of elements which make 
up these four categories. 
Factors indicating family care placement.-- When it was 
evident that the above factors would prevent the patient from 
living with relatives, consideration of his readiness for life 
in a family care home was indicated. "Readiness" here is used 
as an all-inclusive term meaning physical and mental suitability 
as well as available facilities for placement. Each worker gave 
severa l reasons for each patient, and here again, these reasons 
can be classified under four general headings: 
1. Ability of the patient to care for self physically and 
emotionally with minimum supervision following acute or 
long-term illness. 
2. Family care home considered of importance in optimum 
recovery. 
3. Availability of home. 
4. Behavioral pattern conducive to family care placement. 
Here a gain, the answers are not one reason only but a combina-
tion of reasons. 
Interviews with the social workers indicated that they were 
in the process of evaluating the most suitable candidates for 
family care homes, and that when family placement was not pos-
sible, the process of investigation centered on the particular 
needs of the patient. Emphasis was placed on favorable behavior 
patterns of the patient. The patient chosen was one who "had no 
psychotic behavior, did not need further treatment," "showed 
sensible behavior indicative of adjustment and social recovery," 
"could make adequate social adjustment," "would fit and adjust 
to the family care home opening" and "had ability to care for 
personal needs with little or no supervision." In eleven cases, 
the worker stressed the personality of the patient; she was 
"passive," "manageable," "dependent, but could get along in a 
supportive situation, tr "ineffectual," "needed support," "quite 
cooperative and clean," "needed halfway house," "needed family 
care supervisionrr or "needed custodial situation". 
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There were regular service meetings at which the social 
wor kers were always in attendance. They are, therefore, in a 
good positi on to follow the progress of any likely candidate 
for discharge planning. 
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CHAPTE R V 
PREPARATION OF THE PATI ENT FO R PLACID/lENT 
IN A FAMILY CARE HOME 
Preparation of the patient for family care placement is 
necessary if optimum results are to be achieved, and this pre-
paration is the responsibility of the social worker. 
" Several weeks or months of planning with the 
patient or relatives or gpardian, if any, and others 
may be required. The patient should understand the 
planning •••• and be encouraged to p3. rticipate to the 
maximum extent possible. The relatives may need 
social service help, in order to understand and cope 
vrith their own attitudes and feelings in regard to 
this placement and to participate in the planning. 
If the patient's return to his own home or indepen-
dent living in the community is an ultimate goal, 
the maintenance of social service contact with the 
family during the period the patient is in a home 
other than his own will be essential •••• lt is impor-
tant to gain and maintain the family's collaboration 
and appropriate participation in this phase of treat-
ment."i/ 
The contribution of the social worker in the preparation 
of the patient for family care placement is difficult to evalu-
ate because of the lack of complete records. In two of the 
cases, much of the initial preparation, the exploration of 
feelings, the suggestion that the patient is ready to live in 
the community, and the first explanation of the family care 
program has been made by student workers. Following this, the 
1/Veterans Administration, "Trial Visit Procedure in the Case 
of Patients with Psychosis, Improved, Who are Going to Homes 
Other Than Their Own," Technical Bulletin lOA-334, May 29, 1953. 
patients were referred and then a placement was made, seemingly 
without a great expenditure of time or effort by the placing 
social worker. One would expect that the preparation should 
take a considerable amount of time. However, this is not 
always possible or necessary, as in the cases handled by the 
student work ers. 
In order to describe the elements which went into prepara-
tion of the patients for family care homes, the social workers 
were asked to divide their contacts into two periods: an initial 
period concerned with casework activity prior to the recommenda-
tion of family care placement and a second period directly 
related to preparation for family care placement. The social 
workers were asked by the writer to make this division in order 
that the length of time necessary for preparation could be as-
certained and so that a comparison of problems discussed during 
the two periods could be noted. This was a particularly diffi-
cult request becaU3 e there is no such division of responsibility 
at Boston State Hospital. No one member is assigned exclusively 
to the family care program. In some hospitals when a patient 
is considered ready for family care placeiiB nt, he is then as-
signed to a worker in a special family care unit, who prepares 
the patient for departure and follows the patient in the family 
l/and 'l:./ 
care home. 
1/Ruth and Edv-rard Brecher, "Patients on Parole," Saturday 
Evening Post, ~~rch, 1955. 
'l:./Jean E . Berry, The Social Worker's Preparation of the Psychi-
atric Patient for Leaving the Hospital, Unpublished Master's 
Thesis, Simmons College, 1955, Chapter 5. 
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One worker was not able to divide his service into two 
periods; the other t wo were able to do so. These two workers 
dealt with eight patients or one half of the study group. 
In seven of the cases, the total time from referral to the 
date of family ca re placement was less than four months. It 
rang ed from one week to three and one halr months. In only one 
ca se wa s the time longer than this and that period was five 
months. 
Table ll. Total Time of Casework Contact 
With Patient Before Placement 
Total Time Number of Patients 
l 
One week................ 3 
One month............... l 
Two to three months..... l 
Three to four months.... 2 
Four to five months..... 0 
Five to six months...... l 
Total........ $ 
l. Social Service Contact and Problems of Period 
Prior to Family Care Planning 
Duration of Social Service.-- Table 12. shows the length 
of time of casework contact prior to the period of preparation 
for family care placement. In three of the eight cases, there 
was s ocial service contact as soon as the patient entered the 
hospital or before five months had elapsed, because of the 
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then current emphasis placed on the efficacy of working with 
the patient toward disclE.rge planning as soon as the acute phase 
of his illness is over. In the other cases, it could not be 
determined when the initial contact began. The most recent 
hospitalization of one of these cases began before the estab-
lishment of a social service department. In five of the cases 
there was initial conta ct with the patient by the present worker 
only in the sense of evaluating the patient before beginning 
preparation for family care placement. This is a sample of how 
the team approach used by this worker can actually save valuable 
time in planning discharge. The social worker has the advantage 
of consulting with other professional persons regarding the 
readiness of the patient to leave the hospital. One half of 
the patients (four) were seen in a period of less than three 
weeks before preparation for family care placement was initiated 
The period of social service contact for the other four ranged 
from one and one half months to five months. 
Table 12. Period of Casework Contact Prior to 
Preparation for Family Care Placement 
Length of time ( 1) 
Less than one week •••••••••••••• 
One to two weeks •.•••••••••••••• 
Two to three weeks •••••••••••••• 
Three to four weeks ••••••••••••• 
One month to two months ••••••••• 
Two months to three months •••••• 
Three months to four months ••••• 
Four tonths to five months •.•••• 
Five months to six months •••••.• 
Total . ............... . 
Number of Patients (2) 
3 
0 
1 
0 
1 
0 
2 
0 
1 
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Frequency of social service contact.-- Three of the pati-
ents were seen weekly as part of their regular social service 
contact. In one case, no contact with the patient was listed 
during this period. This was a case in which the worker knew 
that the patient had accepted the idea of leaving the hospital 
becaus e of contacts with a student social worker two years 
previously. The other four contacts listed were for the pur-
pose of evaluation as explained above. 
Table 13. Frequency of Social Service Contact 
in the Period Preceding Preparation 
for Family Care Placement 
Frequency of Contact Number of 
Patients 
(1) (2) 
No contact............. 1 
Once only.............. 4 
Once a week............ 3 
Total......... $ 
Number of 
Interviews 
( 3 ) 
0 
4 
20 
24 
Problems discussed.-- Interviews with the social workers 
indicated that while the patient may not be ready or able to 
make fundamental or sound decisions in regard to every aspect 
of planning, she is given the opportunity to participate in 
making her choice of alternate plans and her reactions to the 
possibilities open to her are taken into account before plan-
ning continues or is completed. Each worker mentioned two to 
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four problems discussed in this period. These can all be clas-
sified under the following headings: 
1. Hospital adjustment and fear and anxiety related to 
chan ge in environment. 
2. Socio-economic plans, alternatives and desires. 
3. Realistic handicaps of the patient, such as physical 
appearance, medical needs and unfamiliarity with the 
family care program. 
2. Social Service Contact and Problems of 
Period Directly Related to Preparation 
For Family Care Placement 
Duration of Social Service contact.-- Table 14. shows that 
preparation lasted less than a week for five of the eight 
patients, and for the other three it was also a relatively brief 
period with the longest contact in this period extending only 
one month. 
Table 14. Period of Casework Contact in 
Preparation for Family Care 
Placement 
Length of time 
l 
Less than one week ••••••••• 
One to two weeks ••••••••••• 
Two to three weeks ••••••••• 
Three to four weeks •••••••• 
One month .•••..•.•...•••••• 
Total .••••••••••• 
Number of Patients 
2 
5 
0 
l 
l 
l 
$ 
Table 15. shows the number of contacts between worker and 
patient during this period of preparation for family care place-
ment. Three of the patients were interviewed once only; three 
had two interviews; and the other two had three and four inter-
views re·specti vely. This may not represent optimum preparation 
but does show actual practice and that there was effort on the 
worker's part to make certain of the patient's acceptance of 
the idea of family care placement. 
Table 15. Frequency of Social Service Contact 
in the Period of Preparation for 
Family Care Placement 
Frequency af Contact ( 1) 
Once only •.•••••••••••••••••• 
Twice . ......•.•........ · · · · • • 
Three times •••••••••••••••••• 
Four times ....•.......•....•• 
Total . ............ . 
Number of Patients ( 2) 
3 
3 
1 
1 
Problems discussed.-- Each worker gave two or three pro-
blems discussed with each patient. These problems can be clas-
sified under the following headings: 
1. Socio-economic plans, alternatives and desires. 
2. Fear and anxiety related to leaving the hospital and/or 
change in environment. 
3. Realistic handicaps such as physical appearance, medi-
cal needs, unfamiliarity with family care program. 
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4. Family and/or community negative attitudes toward 
patient. 
Casework method used by worker.-- In five cases the workers 
felt that the patients liked the family care plan immediately. 
With all the others the workers felt that there was some mea-
sure of ambivalence. The social workers (including the third 
worker whose patients' problems were of the same types as list-
ed above for the period of preparation) gave specific instances 
of how they helped the patients accept the plan for family care. 
In each case it was necessary to use a combination of methods. 
These are classified according to three of Hollis' categories 
11 
of casework techniques. Examples in each category, as given 
by the workers, are shown below: 
1. Environmental modification 
a. Motivated family care mother to explain home and 
advocate plan to patient. 
b. Interested relative in advocating plan to patient. 
2. Psychological support 
a. Discussed patient's problem of aberrant behavior. 
b. Discussed present situation and patient's problems 
c. Discussed fears of leaving hospital. 
d. Established relationship in which patient regarded 
worker as a helping person. 
e. Moved slowly. 
1/Florence Hollis, "The Techniques of Casework," Journal of 
Social Casework, June 1949. 
f. Expressed interest in patient. 
g. Gave patient opportunity to abreact. 
h. Supported patient's wish to leave hospital. 
i. Reassured patient that expressed fears were 
unjustified. 
j. Encouraged utilization of strengths of patient 
in moving toward her goal of leaving the hospital. 
3. Clarification 
a. Reinvestigated patient's desire to go to family 
care home. 
b. Clarified for patient fact that she would not 
have to remain if she did not wish to stay. 
c. Discussed alternatives to plan. 
d. Explained difficult circumstances of relatives 
which prevented placene nt \rith them. 
e. Explained the reasons for the recommendation of 
family care. 
f. Explained how family care would help her to meet 
her goals. 
g. Explained the advantages of family care. 
h. Reviewed the specific family care home. 
Relationship vtith the patient.-- The social workers were 
asked by the writer if they considered their relationship with 
the patient during the period of preparation for family care 
placement to be "good:' "fair" or "poor". A good relationship 
is defined by the writer in cooperation with the social workers 
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as one in which the patient cooperates in keeping interview 
appointments, cooperates within the interview setting, demon-
strates a tendency to trust and confide in worker and evidences 
willingness to discuss her present situation and future plans. 
A "fairn relationship is one in which the patient cooperates in 
the mechanics of coming to and participating in the interview 
but takes little initiative, is hesitant about accepting the 
vvorker, deciding on a plan or dis cussing feelings. A "poor" 
relationship is defined as one in Which the patient resists 
keeping interview appointments, resists participating in an 
interview situation, is unwilling or unable to verbalize feel-
ings, goals or plans and shows little motivation for change. 
Two of the workers felt that the relationship with each patient 
was " good" considering the brief duration of the social service 
contacts. The third worker stated that he did not have enough 
evidence to categorize the relationships except in one case in 
which he felt that the relationship was "goodn. Both workers 
on the chronic service felt that long institutionalized patients 
have a tendency to comply with authority and to regard any mem-
ber of the hospital staff as an authority figure who expects 
varying degrees of compliance. 
3. Reaction of Relatives to Family Care Plan 
In seven of the s ixteen cases relatives were not consulted. 
One patient had no known relatives; two had out-of-state rela-
tives whom the worker had tried unsuccessfully to contact. In 
the three others previous contact had revealed a completely 
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negative attitude toward the patient. Table 16. shows that the 
relatives of seven of the patients had a favorable reaction 
towa rd family care placement for the patient. One was ambiva-
lent and one had an unfavorable reaction. 
Table 16. Reaction of Relatives to Family 
Care Plan 
Reaction 
1 
Favorable Reaction ••••••••••••••• 
Acquiescence (2) 
Agreement and/or cooperation (4) 
Enthusiasm (1) 
Unfavorable Reaction ••••••••••••• 
Negative--opposed to plan (1) 
Ambivalent Reaction •••••••••••••• 
Reaction Unknown ••••••••••••••••• 
No known relatives (1) 
Relatives not consulted (6) 
Total .•............• 
Number of families 
2 
7 
1 
1 
7 
16 
In the nine cases in which relatives were consulted, the 
JJ 
social workers used "clarification" as a casework method in 
dealing with the relatives. Clarification is used in this 
instance in the broad sense of providing information to help 
1/F1orence Hollis, Op. cit. 
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the relatives e va luate the plan and make a decisions. It is 
a lso involved in helping the relatives recognize their attitudes 
and reactions which influence their decisions and the welfare 
of the pa tient. The social workers presented information about 
the family care program and explained and discussed the plan. 
In one ca se t he relative continued to oppose the plan until 
visits after placement convinced her that the patient was well 
treated. In all cases either the a ttitudes of the . relatives 
were known or an attempt was made to involve the relatives in 
family ca re planning. After placement, the relative was 
notified of the placement, the location of the family care home, 
and was invited to visit the patient. Workers also indicated 
willingness to answer any questions about the arrangements. 
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CHAPTER VI 
SELECTION OF THE FAMILY CARE HOME 
It is the responsibi_lity of the social service staff to 
find a home for the patient which will meet her needs, and to 
prepare her and the family with whom she will be living for the 
readjustment Which will be involved in this placement. 
The role of the Family Care Supervisor.-- Traditionally the 
supe rvision of family care homes h9. s been the responsibility of 
the head worker at Boston State Hospital. Increasing adminis-
trative responsibilities of the head worker have made it neces-
sary for another me mber of the staff to carry this responsi-
bility. The family care supervisor selects new homes, confers 
with the placing worker about proposed placements of patients 
in f a mily care homes and supervises the patients and family 
caretakers of existing family care homes. Two other social 
work ers (both from the Reception Service) each have casework 
responsibility for two homes and selected patients in two others 
The family care supervisor has entire responsibility for super-
vision of both patients and family caretaker in the rest of the 
fourteen homes. 
Selection of new homes.-- Experience indicates that most 
of the new homes are obtaine d through the recommendations of 
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present family caretakers. Boston State Hospital also uses 
newspaper advertising for family care homes. Several articles 
and speeches have been written this year to keep the program 
before the general public and to gain more homes. 
Whenever a person applies to become a caretaker, he comes 
for an interview at t h e hospital. If the family care super-
visor is favorably impressed, an application is filed which 
lists location of home, facilities of the home, members of the 
household, preferred a ge and sex of the patient, names of re-
ferences, doctor and minister. References are checked and a 
home interview is made. If this is favorable, there is also 
inspection of the home by fire officials. Homes are not 
licensed, but approval by the family care supervisor constitutes 
approval by the hospital. Board is paid at the rate established 
by law, t wenty-one dollars weekly at the time of this investi-
gation. Medical and dental care is supplied by the hospital. 
Clothing is furnished through the hospital's donation rooms 
when possible, but each patient has a small additional clothing 
allowance. 
The home must, of course, meet physical and emotional needs 
of the patients, but caretakers also have needs which are served 
in caring for the patient. In the first interview, the family 
care supervisor tries to determine the motives of the applicant. 
He tries, also, to determine Whether these motives of the appli-
cant would be beneficial or detrimental to the welfare of the 
patient. Some applicants are motivated by t h e additional 
revenue which board money brings to the household, but no appli-
cant is accepted if this is the sole reason or if there is no 
other source of income. 
The present supervisor has been in this position since 
Ja.nuary 1955. He could, therefore, describe only the present 
functioning of the family care program. The social workers 
have given a description of cooperation between the family care 
supervisor and the placing worker for placements made in 1954. 
Cooperation between Family Care Supervisor and Placing 
Worker.-- All the patients were placed by the placing social 
workers in five family care homes. These were all "newer" 
homes approved in 1952, 1953 and 1954. One of these patients 
was transferred after placement by the family care supervisor 
to one of the older homes, but this transfer has not been con-
sidered for purposes of this study. 
Matching patient and home.-- Nine of the placements were 
made in 1955. In seven of these the placing worker conferred 
with the f a mily care supervisor, specified desirable elements 
in a family care home for the p3. rti cular patient and described 
the patient's probably behavior. In one case the placing 
lflorker had responsibility for the home, which eliminated the 
need for this procedure. In a second case, an opening occurred 
in a home which t he placing worker felt he knew well. He had 
placed two patients in this home previously. He felt that the 
patient would adjust to the home and asked only that the opening 
be held by the family ca re supervisor for his patient. 
In the placements made prior to 1955, the pattern of thor-
ough discussion with the family care supervisor was not a rou-
tine procedure as it was in the more recent placements. There 
were seven placements in 1954. In three cases the placing 
worker conferred with the family care supervisor. In three 
cases the placing worker contacted the family care supervisor 
about the availability of the home only. He then described the 
patient to the family care mother, informing her of probable 
behavior in two instances. In the third instance, the worker 
dis cm sed the :ps. tient with a student worker responsible for 
placements in the family care home. The fourth case was not 
discus sed with the supervisor, because the placing worker had 
the responsibility for the home and placements made in the home. 
Selection was often limited by the number of available 
homes. The situation continues to be that there are many 
patients tentatively listed for future family care placement and 
relatively few homes available. As soon as an opening occurs, 
the patient whom the WJrker feels can adjust most easily to the 
family care home is the one who is chosen to make the transfer. 
Most of the emphasis, as noted above, is on the ability of the 
patient to adjust to tm home. 
Period of time between approval and placement.-- Table 17. 
shows the length of time between referral or approval of the 
plan by the physician or agreement to the plan by the patient 
(whichever occurred most recently) and the date of placement. 
This period could be calculated in thirteen cases. In six cases 
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less than one week elapsed. In three cases one week elapsed, 
and in two cases, two and three weeks respectively had elapsed. 
Up to eight days was not considered to be a "lapse of time" or 
"time lagn. 
Table 17. Time Interval Between Physician's 
Referral or approval of Plan or 
Patient's Approval of Plan and 
Date of Placement 
Time Interval Number of Patients 
1 2 
Less than one week ••••••••••• 
One week • ....•••••..••.•..•.• 
Two weeks • ••••••••••••••••••• 
Three weeks •••••••••••••••••• 
Information not available •••• 
Total ••••••••••••••• 
6 
3 
2 
2 
3 
16 
Workers felt that in eight cases, placement could have 
been made more quickly and gave reasons why this was not accom-
plished. In four cases (one half of the number listed) the 
reason was pressure of work. In one case no home was available. 
Other reasons were disapproval of relatives and completion of 
plans by other personnel. 
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Table 18. Factors Preventing Immediate 
Placement of Patients 
Factor Number of Patients 
(1) (2) 
Work pressure............ 4 
Home not available....... 1 
Relative's disapproval... 1 
Completion of plans by 
other personnel........ 3 
Total ••••••••••• 
Qualities desired in a family care home.-- Even though the 
ideal home for every patient is not available, sincere effort 
is rra de to match the patients to homes as nearly as possible. 
The workers were asked to state the qualities they wanted in a 
hom for the individual patients they placed. Some responses 
stressed the qualities of the home and some stressed the person-
ality of the family care mot her and her ability to help the 
patient. Sample responses from social workers are lis ted below: 
1. Qualities of the home 
a. Home approximating "normal" life 
b. Home with stimulating environment 
c. Home for custodial care 
d. 'Motherly" home 
e. Supervised setting 
f. Tolerant or permissive atmosphere 
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g. Home in familiar environment 
h. Home or place where patient could utilize initiative 
i. Supportive atmosphere 
j. Comfortable home physically and psychologically 
2. Qualities of the Family Care Mother 
She should be: 
a. Good to patients 
b. A good mother 
c. A practical person 
d. An accepting person 
She should have: 
e. An easy manner 
f. Adjustability 
g. Wannth 
h. Understanding 
She should be able to: 
i. Show interest 
j. Show understanding 
k. Help patient get employment 
1. Help patient "grow" 
m. Help patient get to church 
n. Tolerate patient's behavior without becoming upset 
o. Provide minimum supervision psychologically 
p. Provide maximum physical supervision 
Essential requirements for adjustments.-- Workers were 
asked what elements in the home were considered essential for 
adjustment of each patient. In some cases the workers specified 
more than one item. Responses are listed below: 
l. Psychological Support (14 responses) 
Reinforcement of patient's initiative 
Interest, warmth, understanding, acceptance, tolerance 
2. Stimulating Environment (5 responses) 
Help in finding employment 
Help in taking more initiative--helping patient "grow" 
and "take more direction" 
3. Supervision (3 responses) 
Minimal supervision 
Psychiatric supervision 
4. Cooperation in patient's practice of religion (one 
response) 
Pre-placement visit to home by placing worker.-- Even if 
great care is taken to match home and patient as nearly as pos-
sible, it is still difficult for the family care home to adjust 
to the patient in all cases. The family caretakers are told 
about the prospective patient by the family care supervisor or 
the placing worker. In some instances, these two workers visit 
the home together to acquaint the family care mother with pro-
bable behavior and personality of the patient. In all cases, 
the placing worker had visited the family care home before 
placement of the patients. In four cases the placing worker 
was familiar with the home, and did not make a special pre-
placement visit to the home. In these cases there was telephone 
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contact with the family care mother. 
Pre-placement visit to home by patient.-- In three cases 
the placing worker made a visit to the home with the patient. 
This was nat done in the other thirteen cases. One worker 
explained that this did not mean that a pre-placement visit 
should nat be made but that work pressures precluded the expen-
diture of time involved in the procedure. At the time most of 
the placements we re made, neither worker on the chronic service 
owned a car. Hospital policy requires that a patient be accom-
panied by a hospital staff member in addition to the driver of 
the car. This meant that a car had to be obtained from the 
hospital garage. A round trip to most of these homes requires 
at least two hours. To solve this problem of time, patients 
are reassured that, if after they live in the home, they do not 
like it, t hey may retl..lr'n to the hospital. 
Rating of homes.-- The placing workers and the family care 
supervisor were asked to rate their homes as "excellent," 
"good," and "fair" on the basis of the requirements in terms of 
the physical and emotional needs of the patient. In twelve 
cases the present supervisor could rate the hom3 or the placing 
worker could remember the former supervisor's comments about 
the home. Four homes were considered to be "excellent". That 
is, they met all the requirements set up by the placing worker. 
Seven '"ere considered to be " good". This means that they met 
at least half of the requirements. One was " f air". It met less 
than half of the requirement s . In all except one case, the 
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estimate of the family care supervisor and the placing worker 
tallied exactly. In one instance the worker felt the home was 
"fair" while the family care supervisor had rated it "good". 
Placement was made in the one home considered "fair" by both 
worker and family care supervisor. The family care mother in 
that home is not able to handle evidences of aggression, and 
the patient placed hBd a tendency to be aggressive. 
Initial reaction of the patient to family care home.--
Table 19. shows that eleven of the sixteen patients "liked" the 
family care home immediately. "liked" as used here is defined 
as meaning that the patient either expressed pleasure verbally 
or by behavio~ or if there was no expression of pleasure, she 
did not complain or give any indication that the arrangement 
was otre r than satisfactory. Three patients liked the family 
care home after a period of adjustment, and two accepted it, but 
their reaction could not be specifically determined. In only 
one case did the patient have to be persuaded to stay, and this 
patient had accepted the whole idea of family care in a semi-
delusional fashion, saying that she would "stay for a while and 
then go an:i live in Connecticut". She liked the home after a 
short period of adjustment. 
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Table 19. Initial Reaction of Patient to 
Family Care Home at Time of 
Placement 
Reaction 
1 
Accepted pla cement--no 
indication of like or 
Number of Patients 
2 
dislike. . . . . . . . . . . . . . . . . . . . . 2 
Liked it immediately.......... 11 
Liked it after a period 
of adjustrre nt • • • • • • • • • • • • • • • 3 
Total.............. 16 
Additional help for the family caretakers.-- The placement 
period is sometimes difficult for both the patient and the 
family care home. The family care supervisor was asked if he 
ha d received any indication of areas in which the caretakers 
f elt they could have used a dditional help at the time of place-
ment. In eight cases no indication had been given to the family 
care supervisor that the family ca re mot her wanted or could 
have u sed additional help. About the other ei ght cases, two 
responses indicated the caretakers needed more support and 
reassurance. Two responses showed that the family care mother 
felt steps should have been taken to remedy t h e clothing situ-
ation of th e patient before placement. Knowledge of the phys-
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ical condition and background information on family and psychi-
atric situation each were listed twice. The family care super-
visor felt tha t adequate information regarding the family back-
ground and the psychiatric history had been given to enable the 
f amily caretaker to help the patient. 
Table 20. Areas in Which Caretakers Wanted 
Additional Help 
Response Number of Times 
1 2 
No indication of need.......... 8 
Inadequate clothing of patient. 2 
Knowledge of physical condition 
of })a.tient................... 2 
Background information (family 
and psychiatric)............. 2 
More support and reassurance 
from hospital and/or worker.. 3 
Total.............. 17 
Group meetings of family caretakers.-- Boston State Hospi-
tal has begun group meetings of family caretakers this year. 
Only two meetings have been held, and it is planned to hold 
them every t\-vo or three months. These are social meetings 
which serve five major purposes. 
1. Meetings are designed to make the family caretakers 
feel that that are an integral part of the hospital 
74 
staff and have responsibility in helping the patient 
reach optimum adjustment. 
2. They are designed to help the caretakers with problems 
arising in the care of pattents by providing a relaxed 
group atmosphere where they can compare difficulties 
and methods of dealing with these difficulties. Uni-
versalization of the problems is provided when the 
individual caretakers realize that other caretakers 
have had the same or more difficult problems with the 
patients. 
3. Meetings are designed to provide information. A hospi-
tal staff member is asked to speak on some topic of 
interest to all family caretakers. The group requested 
help in finding hobbies or interests to occupy the time 
of patients; so a speaker from the Occupational Therapy 
Department was scheduled to speak at the August meeting. 
4. Meetings provide a non-critical atmosphere where the 
family care supervisor can bring up general problems 
which he notices in many of the homes. 
5. Meetings save time for the family care supervisor. 
Family caretakers telephone patient's clothing needs 
and receive clothing at the meeting. This eliminates 
fourteen or more trips for this purpose. 
75 
CHAPTER VII 
THE PERIOD AFTER PLACEJ.IJIENT 
The responsibility for supervision of the patient after 
placement for the most part rests with the family care super-
visor in the Boston State Hospital program. His goal is to 
establish and maintain a relationship with the patient that will 
assist her to achieve the best possible level of personal, 
social and vocational adjustment in the community, to give 
counsel and service designed to enable the members of the family 
ca re home to understand, accept and live agreeably with the 
patient, and to develop helpful attitudes toward the patient on 
the part of the relatives and when necessary others in the 
community, such as law enforcement agencies, service organiza-
tions and church societies. Obviously, this cannot be done in 
every case, since the family care supervisor has other social 
service duties. One of his important duties is meeting weekly 
with a dis cussion group of hospital staff employees concerned 
with helping patients move into the community from the parole 
building on the chronic service. 
Transfer of patient to Family Care Supervisor.-- In twelve 
ca ses, the patient became the responsibility of the family care 
supervisor as soon as the transfer to the f a mily care home took 
pl a ce. In three cases, the responsibility for supervision of 
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the patient was retained by the placing worker, who normally 
carried responsibility for the home in which two of the patients 
were placed. The third patient was retained for help in finding 
employment. She was still seen by the worker throughout a 
period of trial visit and is still retained by placing worker 
for casework. A fourth patient was placed in the fall of 1954, 
while the former family care supervisor was still in charge of 
t he program. Because of difficulties in transportation, this 
patient was retained for six months by the placing worker and 
transferred to the present family care supervisor two months 
after he assumed responsibility for the rest of the family care 
caseload. Present policy is for cases to be transferred immedi-
ately except those placed by the two workers who each have case-
work responsibility for a home and certain patients in two other 
homes. 
In most cases, the family care supervisor makes the trip to 
the family care home with the patient and the placing worker. 
Since the trip usually takes one or one and one half hours, the 
patient has time to become acquainted with the family care super-
visor. If the supervisor is also involved in collection of 
personal belongings from the various buildings, he s pends 
roughly half a day with the patient and has time to answer ques-
tions and reassure the patient about the move. 
The placing workers and the supervisor were asked how the 
patient felt about the transfer of workers. In thirteen cases 
where this occurred, the transfer was discussed. All of these 
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cases were from the chronic service. In one of these cases, the 
patient was not able to understand the change in spite of detail-
ed explanation by the worker that the family care supervisor 
would now be responsible for her. There is a letter in her 
record in which she thanks the worker for placing her in the 
home and asks "Will you still be my work~r?" In one case the 
patient was "not happy" about leaving the hospital but still 
protest ed that she was in complete a greement with all plans. 
In another case the patient was " anxious" and in another "over-
talkative" and "uneasy". In most cases there was no surface 
indication of anxiety. vfuere there was anxiety, the workers 
felt that it was not a reaction to a change in social workers 
but a reaction to the change itself. Both workers on the 
chronic service feel that the kind of relationship Which the 
patient forms with them is not the type that is difficult to 
transfer. The change does not bring out feelings of separation 
as from a therapist. These workers maintain that the patients 
are used to changing workers as they move from one service to 
another or used to changes in staff personnel as they move from 
building to building. These workers feel that the patients see 
the placing worker as one who fulfills a certain initial func-
tion and the family care supervisor as a person who fulfills 
another function. 
Adjustment of patient to family care home.-- The initial 
adjustment of the patient to the family care home as rated by 
the placing worker and as known or recounted to the family care 
supervisor was "good" in eight cases, "very good" in five cases 
and "fair" in three cases. "Social adjustment can be defined as 
the degree to which a person fulfills the normative social ex-
1./ 
pectations of behavior that constitute his role." "very good" 
adj ustment indicates that the patient: 
1. Participates in the household routine. 
2. Shows a certain amount of initiative. 
3. Is motivated toward useful self occupation. 
4. Does not get into trouble either in the home or in the 
community. 
5. Accepts the family care mother's supervision and support. 
6. Gets along amicably with the family care family and 
other patients. 
"Good" adjustment indicates that the patient meets at least 
one-half of these standards. "Fair" adjustment indicates that 
the patient does not meet one half of these standards. "Poor" 
adjustment indicates that in addition to failing to meet half 
of the standards, there is also resentment of the family care 
mother's supervision, unfavorable interaction with the family 
care mother and other patients and the appearance of gross 
psychotic symptoms. In four of the cases, the placing worker 
and the family care supervisor felt that the initial adjustment 
was more difficult for the family care mother than for the 
patient. 
lfPaul Barrabee, Edna L. Barrabee and Jacob Finesinger, "A Nor-
mative Social Adjustment Scale," American Journal of Psychiatry, 
October 1955. 
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As of December 31, 1955, six of the patients were adjust-
ing nvery well," while five had a "good" adjustment. The ad-
justment of four was "fair," and that of one was "poor". In one 
case l"lhere the adjustment of the patient was fair, the worker 
commented that lack of adjustment was because the family care 
mother was "neurotic". 
Problems of the patients.-- In seven of the cases, the 
family care supervisor reported no problems in the home. In 
two cases there were problems due to the physical illnesses of 
the patients, and in seven cases there were problems due to the 
mental illness, the personality or behavior of the patient. In 
three cases the interaction of the patient with the family care 
mother magnified the problems. All requests for an agency visit 
are made by the family care mother. In one case the patient 
also called because she was having difficulty getting along with 
the other patients. 
Vists by the family care supervisor.-- The question of how 
often and when to see the patient and the family caretakers 
depends on the individual situation. The family care supervisor 
visits each home once a month, and at that time sees the family 
care mother and all the patients. He visits weekly after a new 
placement if he feels the patient is going to have difficulty. 
Visits to the homes range from ·twelve to twenty a year (average 
is sixteen) and depend on whether or not the family care mother 
and/or individual patients need extra help in meeting problems. 
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These visits do not include visits accompanied by the psychi-
atrist, which are infrequent, or pre-placement visits with the 
placing worker. According to the family care supervisor: "By 
definition, family care is an extension of love and care from a 
substitute mother. This is the therapy involved." The family 
care supervisor attempts primarily to help the caretaker deal 
with problems as they arise. He feels that it is important to 
visit often enough to convey an attitude of consistent interest, 
support and avaiiability to the patient and to the family care-
takers. He feels if he conveys this attitude of support that 
this is more important than the number of problems talked over. 
He does not visit more often because he feels that present ad-
justment in the homes does not warrant more frequent visiting. 
In one case he mentioned the distance involved but said if he 
felt it necessary, he would visit more often regardless of dis-
tance. 
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CHAPTER VIII 
SUMMARY AND FINDINGS 
One of the most challenging and difficult problems facing 
hospital personnel is that of arranging living accommodations 
to meet the physical and emotional needs af the patient ready 
for discharge. Since discharge planning is considered one of 
the functions of the social service department, this study is 
undertaken to determine the reasons for the recommendation of 
certain patients for the family care program and to describe 
the function of the social worker in selecting, preparing and 
supervising tbe patients in the family care program at Boston 
State Hospital. 
The hospital where this study was undertaken is a large 
ps~ h:ia tric hospital serving legal residents of the City of 
Boston. The hospital population is about three thousand 
patients. The social service department at Boston State Hospi-
tal was established in 1913 with one social worker • . As of 
June 1, 1956 , the department consisted of one head wo rker who 
functions as administrative head of the department, twelve 
social workers and one unfilled position. 
Family care had its beginnings in Massachusetts in 1885. 
At that time all mental patients were placed by a Central Board. 
In 1915 the State Board dis continued its own selection and 
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placement, transferring many patients to the supervision of the 
various hospitals and transferring all remaining cases in 1933. 
The program a t Boston State Hospital received its impetus from 
an occupational therapy center established in 1922 by the De-
partment of Mental Diseases for all Massachusetts mental hospi-
t als, which was supervised by the head social worker at Boston 
State Hospital. As of April 30, 1956, there were fourteen 
homes and sixty-three patients. One social service staff mem-
ber acts as s upervisor of the family care program. 
Questions which this study specifically seeks to answer are: 
1. How are the patients selected for the family care homes? 
What are the criteria for selection for family ca re 
placement? What is t he social worker's contribution to 
this selection? 
2. What was the extent of the worker's activity in pre-
paring the patient to accept family care? Wnat pre-
paration does the patient r eceive? What preparation 
do t he r elatives receive? 
3. What was the worker's activity in selecting a home 
and i ntroducing t h e patient to the home? What are the 
desired qualities in a home? What was the patient 's 
initial r eaction to t he h ome? 
4. ~Vho is responsibl e f or supervision of t he pati ent after 
placement? What a re t he problems of t h e period after 
placement ? 
In order to an swer t hese questions, use was ma de of the clinical 
records, social service records and interviews with the placing 
worker and the family care supervisor. Cases were selected with 
emphasis on availability of a social worker to supplement in-
formation contained in the records. The period of placement 
of at least six months but less than two years was the period 
which would provide cases on which a worker vvould be available 
f or comment. There were sixteen cases which fell within this 
period which were also either first or second placements. This 
latter requirement was made because it appeared that there 
would be more casework activity involved in the first or second 
placement than in the succeeding placements. 
The ages of patients in the study group, which numbered 
sixteen, ranged from thirty-one to seventy-two years . The 
average a ge for the group was 55.6 years on December 31, 1955 . 
All of the patients had been in placement at least six months 
at that time. Average a ge at the time of first placement for 
the group was 54.8 years. Six patients (37.5 per cent of the 
sample) were between fifty and sixty years of age, and twelve 
(7 5 per cent) were fifty years of age or older. All of the 
patients were female, due to the fact that the Boston State 
Hospital has no family care program for male patients at the 
present time. 
Nine of the patients were Catholic; six were Protestant; 
and one was Hebrew. Over one half of the patients were Catho~ 
which was to be expected since this hospital serves Metropolitan 
Boston which is predominantly Catholic. In order to be eligiWE 
for treatment at Boston State Hospital, residence in Boston of 
at least twelve years is required. Four of the patients were 
foreign born; twelve were born in the United States; seven of 
them in the Oity of Boston. Each of the foreign-born patients 
had forei gn-born parents. There is uncertainty about the 
birthplace of two sets of :r:a rents. Only four of the patients 
had both :r:arents born in the United States. Four sets of 
parents were born in Ireland. There may have been difficulty 
in adjusting to United States social customs because of the 
different cultural patterns of their parents. Twelve of the 
patients were white and four were Negro. Seven of the patients 
were single; six were widows; two were eitre r divorced or sepa-
rated; and one was married at the time of placement. The majo-
rity of the sixteen had not been employed immediately prior to 
hospitalization. Thirteen of the patients had a work history 
at some period of their life. Because of the number with house-
work experience (nine were married, widowed or divorced, and 
three single women had been domestics), the family ca re home 
and household duties might provide a familiar setting which 
would facilitate adjustment for the patient. Nine of the 
pat i ents did not achieve education higher than the ei ghth grade. 
Si x completed all or part of the high school course, and one 
completed college. There is no material indicating the a ges 
at which the s e patie nts left school nor t h e reasons f or their 
doing so. Ten of the group had "average" intelligence, and 
one wa s above average. There were three whose psychological 
tests indicated mental deficiency. 
Approximately forty-nine percent of the hospital population 
has a diagnosis of schizophrenia. The sample in this study is 
not representative because of the few patients (three) with 
this diagnosis. The diagnoses of eight patients (half of the 
sample) were in the g roup of affective disorders. This might 
indicate that patients in this grouping are more acceptable to 
the family care mothers. Six of the patients had never been 
hospitalized before. Only two had been hospitalized as many as 
four times. The time spent in mental hospitals prior to this 
hospitalization for the ten who had been hospitalized varied 
from seven days for four patients to over three and one half 
years for one patient. When the present hospitalization was 
examined, it was found that ten of the sixteen patients had 
been hospitalized less than five years at Boston State Hospital. 
The shortest period of hospitalization was one month, and the 
longest was forty-four years. Examination of the total time 
spent in mental hospitals shows that ten of the sixteen patients 
had been hospitalized less than five years, with six of the ten 
hospitalized for less than two years. 
At the time of the present admission over half (nine) of 
the study group were living alone; four were living with mem-
bers of the original family unit; and three were with husbands 
and/or children. Twelve of the sixteen cases were described as 
excessively quiet, isolated and retiring. Case histories listed 
only three as being intemperate as far as alcoholic habits were 
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concerned. All the patients came from an urban setting, which 
is to be expected since the hospital serves the City of Boston 
exclusively. The economic adjustment of all patients was 
"marginal" at the time of admission. 
In this study of sixteen patients, three came from the 
Reception Service and thirteen from the Chronic Service. Only 
three social workers were involved in the placement of these 
patients. The usual plan at the time of discharge planning is 
for the patient to return to his home. This may not always be 
possible. Although the ultimate decision to consider a patient 
for family care is that of the psychiatrist, the initial sugges-
tion for family care placement in most cases came from the 
social worker, based on his knowledge of the patient's behavior 
in the hospital, his knowledge of relatives' attitudes and 
wis hes, and the present home facilities and his knowledge gained 
from the other helping professional persons in the hospital. 
In ten of the cases, the referral for the family care pro-
gram was made informally at a staff meeting . In eight of the 
sixteen cases, the latest mental examination or psychiatric 
evaluation had mentioned the possibility of future community 
placement under supervision, either through trial visit status 
or through fam i ly care. The most frequent description of the 
pat i ents made by the ward nurs e at the time of t he annual men-
t a l examination appears to be "clean, quiet and cooperative". 
In the majority of case s , the pa tient was consi dered by the 
examining doctor not to be rea dy for release. 
In order to understand the reason for selection of the 
patient for family care placement by the social worker and the 
psychiatrist, an examination was made of the home situation and 
of the patients' strengths or weaknesses . When questioned, 
social workers gave reasons applying to each case which indi-
cated that the home environment and/or attitudes of the rela-
tives precluded the patient's return home. In all except one 
case there were relatives. In some cases they were unavailable, 
either living at a distance from the hospital or out of state. 
An effort was made to classify the relationship within the 
family g roup at the time the patient was considered for dischar~ 
planning . As might be expected in ·situations where the patient 
is older and has lived apart from the primary family or whose 
reJatives have other obligations, the prevailing attitude was 
negative. Seven of the relatives were in this class. Five 
seemed to have genuine interest in the patient but were unable 
to care for her . Two families were ambivalent and two were un-
available because of death or out-of-state residence. When 
reasons were analyzed for ruling out the home, it was found 
that most of the reasons were a combination of elements which 
make up the following four categories: 
1. Physical or economic incapacity of the relative to 
care for the patient. 
2. Unavailability of relatives, usually because of death, 
out-of-state residence or distance from the hospital. 
3 . Physical or emotional needs of the patient demanded 
more care than relative was able to give. 
4. Unwillingness of reJa ti ve to care for patient. 
Interviews with the social workers indicated that when 
family placement was not possible, the particular needs and 
condition of the patient were considered. Emphasis was placed 
on favorable behavior patterns and the ability to care for 
herself physically and emotionally with minimum supervision. 
The patients chosen were ones who 11had no psychotic behavior--
did not need further treatment," 11 showed sensible behavior 
indicative of adjustment and social recovery," "could make ade-
quate social adjustment," "would fit and adjust to the family 
care hone opening ." In eleven cases the worker stressed "man-
ageable," "dependent, but could get along in a supportive situ-
ation." 
Preparation of the patient for family care placement is 
necessary if optimum results are to be achieved, and this pre-
paration is the responsibility of the social wrker. The con-
tribution of the social worker's role in this respect is diffi-
cult to evaluate because of the lack of complete records. We 
would expect that the preparation should take a considerable 
amount of time. However, this is not always possible. In 
order to describe the elements which went into preparation of 
the patients f or family care homes, the social workers were 
asked to divide their contacts into two periods: an initial 
period concerned with casework activity prior to the recommen-
dation of family care placement and a second period directly 
related to preparation for family care placement. One worker 
was not able to do this; two were. These two dealt with eight 
patients--one half of the study group. In seven of the cases, 
the total time from referral to the date of family care place-
me nt was less than four months. In five of the cases there was 
initial contact with the patient by the present worker only in 
the sense of evaluating the patient before beginning preparation 
for family care placement. 
Problems discussed in this period and in the period direct-
ly concerned with preparation for placement are much the same. 
They can be classified under the following headings: 
1. Socio-economic plans, alternatives and desires. 
2. Fear and anxiety related to leaving the hospital and/or 
"change in environment n. 
3. Realistic handicaps, such as physical appearance, medi-
cal needs, unfamiliarity with family care program. 
4. Family and/or community negative attitudes toward 
patient. 
Preparation for family care placement lasted less than a 
week for five of the eight patients who were considered in this 
pre-placement period. 
The social workers' methods of helping the patient accept 
family care as an aid to rehabilitation were environmental modi-
fication, psychological support and clarification. The social 
workers felt the relationship with each patient was good consi-
dering the brief duration of the social service contacts, 
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although the two workers on the chronic service felt that long-
institutionalized patients have a tendency to comply with autho-
rity and to regard any member of the hospital staff as an autho-
rity figure who expects varying degrees of compliance. 
In seven of the sixteen cases relatives were not consulted 
about family care planning. Relatives of seven of the patients 
who were consulted had a favorable attitude tcw ard the family 
care placement of the patient. One was ambivalent, and one had 
an unfavorable attitude. The social workers in general used 
"clarification" as a casework method in dealing with the rela-
tives. 
The role of the family care supervisor is to select new 
homes, confer with the placing worker about proposed placement 
of J1l t ient s in family care homes and to supervise the patients 
and family caretakers of existing family care homes. 
Although there is no fonna l waiting list, the situation 
continues to be th~t there are many patients tentatively listed 
for future family care placement and relatively few homes avail-
able. There would be more placing if there were more homes. 
In six cases, less than one week elapsed between referral 
or approval of the plan by the physician or agreement to the 
plan by the patient (whichever occurred most recently) and the 
date of placement. 
Effort is nade to mtch the patients socially, economically 
and culturally to homes as nearly as possible. Elements in the 
home which were considered essential for adjustment of each 
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patient were: psychological support, stimulating enyironment 
and supervision. The family caretakers are told about the 
behavior of the prospective patient by the family care super-
visor or the placing worker . In all cases, the placing worker 
had visited the family care home before placement of the pati-
ents. In three cases only, ~he placing worker made a visit to 
the hor!E with the patient. Both placing worker and family care 
supervisor felt that half of the homes were either good or ex-
cellent as far as meeting the physical and emotional requiremerts 
of the patient were concerned. In only one case did the patient 
have to be persuaded to stay in the family care home. Ivlost 
expressed no dissatisfaction with the family care home. 
The placement period is sometimes difficult for both the 
patient and the family care home. To remedy this difficulty in 
sor!E T!Easure for the family care mother and through her influ-
ence shorten the adjustment period of the patients, group meet-
ings of these mothers were instituted, which provide a non-
critical atmosphere for discussion of problems . 
The responsibility for supervision of the patient after 
placement for the most part rests with the family care super-
visor in the Boston State Hospital progr~. Usually the patient 
becomes the responsibility of the family care supervisor as soon 
as the transfer to the family care home takes place . In three 
ca ses the responsibility for supervision of the patient was 
reta ined by the placing worker, who carried responsibility for 
the home in which two of the patients were placed. In most 
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cases the family care supervisor makes the trip to the family 
care home with the patient and the placing worker. In the majo-
rity of cases there was no surface indication of anxiety in the 
patient at the time of placement. Where there was anxiety, the 
workers felt it was not a reaction to a change in social workers 
but a reaction to the change it self. 
The initial adjustment of the patient to the family care 
home as rated by the placing worker and as known or recounted 
to the family care supervisor was "good" in ei~t cases, ttvery 
II 
good" in five cases and "fairn in three cases. 
In seven of the cases, the family care supervisor reported 
no problems in the home. In two cases there were problems due 
. 
to the physical illnesses of the patients, and in seven cases 
there were problems due to the mental illne'Ss, personalit·y or 
behavior of the patient. Visits by the family care supervisor 
to the homes range from twelve to twenty a year (average is six-
teen) and depend on whether or not the family care mother and/or 
individual patients need extra help in meeting problems. 
1/See page 67 for definitions of these terms. 
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CHAPTER IX 
CONCLUSIONS AND RECOMMENDATlONS 
The importance of careful selection with appropriate social 
service contact and treatment has been demonstrated by this 
study. These factors must be an integral part of each patient's 
placement to ensure optimum tEe of family ca re homes. This 
study indicates that when sufficient time is given for the 
social worker to make a social diagnosis, the prediction 
regarding JEychosocial adjustment of the patient in the family 
care home is more likely to be accurate. This indicates the 
need far longer social service contact before actual admission 
to a family care home takes place. 
The social worker uses many methods for predicting results. 
Through use of interviewing and observational skills, the 
social worker assesses the patient's behavior. Additional in-
formation is derived from family, friends, employment history 
and socia l a gencies. In addition the members of other helping 
professions give invaluable information on which to conclude 
prediction of the patient's ability to adjust to and benefit 
from family care placement. Since the cooperation and en thusi-
astic support of other staff members in selecting the proper 
patient is necessary for effective functioning of the program, 
it would appear that acquaintance with the program and its 
objectives should be a part of the orienta tion of every staff 
member. The Social Servke Department (within limits of avail-
able staff time) does take some responsibility for acquainting 
other members of the staff with the objectives of the family 
care homes. Wider acquaintance with the aims of the program 
would presumably insure more effective selection of patients. 
The ability of the patients to adjust to the family care 
situation is of paramount importance in selection for family 
care planning. Since most of the homes have six patients in 
residence at all times in addition to the foster family, adjust-
ment is not simply a matter of adjusting to the personalities 
of the foster family but also to the other patients. It is sug-
gested that smaller groups might facilitate the adjustment of 
certain types of patients. One method by which initial adjust-
ment might be facilitated would be for a pre-placement visit by 
the patient. 
In most cases the patients placed by the social workers in 
this study were the older chronic patients. These patients 
were placed with minimum social service contact. If in addi-
tion to this type of patient, the family care home program were 
expanded to include other t)~es of patients--younger patients 
with more employment potential, less stable patients with the 
expectation of rehabilitation--additional social service per-
sonnel would be necessary. In such cases preparation for 
placement would be expected to be a lengthy process and there 
would be additioml need for educating and helping the family 
caretaker. This i mplies need for a dditional social service 
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staff members. It would also require a different home setting. 
It suggests urban homes closer to employment opportunities. 
Patients in this study with affective disorders appear more 
adaptable and acceptable to family caretakers. The reasons for 
this need to be investigated in future studies. 
The fact that some relatives respond favorably to the idea 
of family care with a thorough explanation of the program and 
clarification of negative attitudes is a clue that more patients 
mi @l t be enabled to return to the community if casework with 
relatives were a consistent social service procedure. 
Actually, very little research has been done to see wherein 
the f amily ca re home fulfills a therapeutic function. There is 
no material on the family care mother's attitude or on the com-
munity resources concerned in the patient's adjustment. This is 
an area in which a great deal of research could be done. There 
have been no studies on the comta rative social, emotional and 
vocational functioning of the patient before and after placemen~ 
just as t h ere have been no studies made on how much the social 
work contact has helped the patient. No information is avail~ 
on how the patient uses the family care home as a stepping stone 
to complete recovery or the ratio of patients who subsequently 
go on "trial visit" to those who have been placed in family care 
ho~s during a specified period. No research has been done to 
f ind out the type of family care mother _who best serves a 
patient with a particular dia gnosis. Also, there has been no 
match ing of characteristics in patients and f a mily care mothers 
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to see which type of patient is easiest for a family care mother 
with a particular personality to manage. There is a study being 
mde on motivations of family care mothers in the Boston State 
1/ 
Hospital family care program. Placements continue to be rrade 
on the assumption that the family care mother is the chief 
therapeutic aid in tre family care home. Maybe there is need 
to evaluate the whole family, since each member of the family 
group, including the patients already in residence, has some 
degree of influence on the personality of the patient, a nd 
recognition of other members of the family care group as an 
asset or a liability should be included during t he process of 
evaluating the family care home as a place where mental patients 
in general will derive benefit from the environment. 
The number of homes in the family care program has contin-
ued to increase yearly. Continued expansion without increased 
personnel would lead to a purely custodial program and would 
entirely defea t t he t he rapeutic aspects of family care. 
The a t titude the patient generates in the community could 
be considered one of the i mportant by-products of the prog ram. 
Depending on the patient selected, she could increase or 
decrea se tolerance on the part of the community toward other 
mental patients. However, this is only conjecture. Research 
in improvement in community relations with the hospital and/or 
the family care neighborhood might be attempted. It would seem 
l/Boston University Master's Thesis in preparation by Genevieve 
Torch i n. 
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also that the patient would influence unfavorably the attitudes 
of patients in the hospital community if she were returned to 
the hospital because of her inability to adjust in the family 
care home . 
The description of the function of the social "Vm rker at the 
Boston State Hospital does not indicate that this is the best 
or only way to conduct a family care program. It means simply 
that this is social work practice as it has been developed in 
this particular hospital. If further research on the subject 
is contemplated, attention should be focused on follow-up 
studies in various settings where there are family care programs 
in order to understand and evaluate their therapeutic value. 
When funds are available for additional social workers, it 
is suggested that a family care unit mi§nt be very effective. 
Workers in such a unit should be concerned with no duties other 
than family care placements and supervision of patients in the 
family ca re homes. The family care supervisor would be respon-
sible for: 
1. Selection of new family care homes . 
2. Promotion of understanding of the program in the outside 
community, in the hospital itself and among the family 
caretakers. 
3. Supervision of one social worker for every twenty-five 
or thirty mental patients placed. The responsibility 
of the social worker would be to prepare patients for 
placement in family care homes and to supervise them 
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after placement. 
APPENDICES 
APPENDIX A 
SCHEDULE FOR COLLECTING DATA CONCERNING THE 
FUNCTION OF THE SO CIAL vWRKER IN PLACElVIENT 
AND ADJUSTMENT OF PATIENTS IN FAMILY CARE 
HO:t-'IES 
I. IDENTIFYING DATA 
1. Name 
2. Registration number 
3. Placing worker 
Present worker 
4. Birthdate 
Birthplace 
5. Race 
6. Religion 
?. Sex 
8. Previous Occupation 
9. Highest grade completed 
10. Mental status 
11. Environment 
12. Economic status 
13. Marital status (single, married, divorced, widowed or 
separated) 
14. Family composition 
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II. PERSONAL AND SOCIAL RELATIONSHIPS 
1. Within family 
a. Primary family 
b. Conjugal family 
2. Outside family 
a. School and work 
b. Social life 
c. Other (religious, legal, etc.) 
III. HISTORY OF ILLNESS 
1. Primary diagnosis 
a. Diagnosis 
b. As manifested by 
2. Secondary diagnosis 
a. Diagnosis 
3. Commitment: Regular Voluntary __ 
4. Number of years since first hospitalization 
5. Number of years in mental hospitals 
a. Number exclusive of trial visit 
~ . Number of hospitalizations 
7. Date of most recent admission 
8 . Date of most recent release by trial visit Discharge 
9. Number and length of trial visits since present commit-
ment 
IV. SELECTION OF PATIENTS 
1. What determines the readiness of the patient for family 
care? 
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2. Who determines readiness: psychiatrist, social worker, 
or both? 
3. Does the social worker investigate the situation first? 
or at the instigation of the psychiatrist? 
4. What does the determining person look for in the patient 
that will indicate that the patient is ready for family 
care placement? 
5. How does he communicate his referral to social service? 
V. PREPARATION OF THE PATIENT FOR ACCEPTANCE OF FAl\'IILY CARE 
1. Casework activity other than preparation for release to 
family ca re placement 
a. Extent of activity 
i. Frequency 
ii. Period of activity 
b. Problems discussed 
2. Casework activity directly related to preparation for 
family care placement (same as a. and b. above) after b. 
(Indicate importance of problems and progression of 
topics). 
c. What did the social worker do to help the patient 
accept the recommendation of family care 
d. What was the reaction of the patient? 
e. HoT,., long a period did it take before the patient 
could accept the idea? Or was she enthusiastic from 
the beginning? 
f. Changes in motivation for lea ving 
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g. Was the patient's family included in the planning? 
h. Vlliat was the reaction of the family if included? 
i. What method did the social worker use to help the 
family accept placement of their relative? 
j. What kind of relationship was established with the 
patient--good, fair, poor? 
VI. SELECTION OF THE FAMILY CARE HOiviE 
1. Vfuen the Family Care Supervisor is approached by the 
social worker seeking a home for a particular patient, 
does worker give him any specifications? 
a. Did the placing worker describe the patient fully 
and bring up probable behavior? 
b. What is the experience of the placement worker 
regarding specific patients? 
1. Vfuat does he/she ask for in a home forthe patient? 
2. What does he/she look for? 
3. What is absolutely necessary for the patient's 
welfare? 
c. How did the homefinder categorize the home--
Excellent, good, fair? 
d. Did the homefinder give a good picture of the family 
care home and the standards th e family ca re mother 
sets up far the patient? 
e. Did the patient make a pre-placement visit? 
f. Did the social worker make a home visit to the 
family ca re home before placement of the patient? 
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g. How did the homefinder's description of the home fit 
placement worke~s reaction--Excellent, good, fair? 
2. How long did it take between referral or approval by tbe 
physician (or approval by the patient) and the time the 
patient was placed? 
3. Was there a lapse of time between the time the patient 
accepted the idea of placement and the time a family 
care home was obtained? 
If so, reason for lapse a. pressure of work 
b. lack of available home 
c. other (specify) 
4. Patient's reaction to home 
a. Did patient have to be persuaded to stay? 
b. Did she like home immediately? 
VII. CASEiiVORK AFTER PLACEIV'lENT 
1. Was the patient transferred to another worker? 
2. If so, how soon? 
3. How did the patient feel about the change? How was this 
feeling expressed--verbally or by behavior? 
4. \Vhat preparation was there for a change in worker? 
5. What determines readiness for transfer to another 
worker in this particular patient? 
6. How long was the patient kept by the placing worker 
before transfer? 
7. Is the patient still being carried by placing worker? 
8. Why? 
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9. How did the patient adjust to the family care situation 
a. Worker's opinion 
b. Family care mother's opinion 
10. What problems has the family care supervisor been 
called in on with the specific case mentioned? 
a. Wno calls for the agency visit--the family care 
mother or the patient? 
b. Are they environmental problems--lack of space, not 
enough to eat, etc.? 
c. Are they interpersonal--due to the personality or 
illness of the patient? 
11. In t he homes in Which worker, (supervisor or whoever 
carries home) has made only few visits, why has he not 
visited? 
a. How often has this patient been visited since 
placement? 
12. b. Who made the visits? 
12. In what respect would the family care home have liked 
additional help at the time of placement of the parti-
cular patient involved? 
13. \Vhat does infrequent visiting indicate? 
a. Adjustment of patient? 
b. Lack of working time on part of the family care 
supervisor or worker? 
c. Lack of trust on part of the family ca re home 
toward the a gency--in that problems are not shared 
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with the agency? 
d. Other--indicate. 
APPENDIX B 
FAMILY CARE REGULATIONS 
The following rules and regulations are to be found in the 
1947 Handbook of the Massachusetts Department of Mental Health 
beginning on page 127 under the heading, Regulation Number 11, 
Family Care with reference to General Laws 123, 16, 16a, 17, 
18 and 31. 
Item 1 - General 
a. Subject to the sections of the law cited above, a 
patient may be placed at board in a private family. 
This is known as "Family Care" and commitment papers 
remain in force irrespective of time elapsed. 
b. A person who is dangerous, or who is addicted to the 
intemperate use of stimulants, shall not be placed in 
family care. 
c. Not more than a total of six patients may be placed in 
a single home. In the case of state schools for 
feeble-minded, the number may be increased to ten with 
the written approval of the Department. 
d. The provisions of all regulations relating to patients 
actually in residence in t he institutions also govern 
patients in family care where applicable. 
e. Only patients of the same sex shall be placed in a 
single home ex cept with the approval of the Department. 
Item 2 - Selection and Approval of the Home 
a. A patient shall not be placed in family care in a home 
licensed by another dep3. rtmen t except by permission of 
the licensing agency. 
b. Before acceptance f or family ca re placement of patients 
each home shall be investigated by a representative of 
the hospital and be approved by the superintendent. 
Item 3 - Medical and General Ca re 
a. So long as a patient remains in family care, the 
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institution is responsible for supervision of all 
conditions of care. 
b. A family care patient sm 11 be visited by a representa-
tive of the institution at least four times yearly. He 
shall receive a mental and physical examination at 
least once yearly. 
c. An attempt shall be made to provide a home-like atmos-
phere and reasonable opportunity for agreeable occupa-
tion and recreation. 
d. A patient shall not be allowed to live a bove the second 
floor in a hoJJB except with written approval of the 
Department. 
e. Each patient shall be furnished a single bed in sleep-
ing quarters which are well ventilated and not crowded. 
f. A patient shall be placed only in a building in vvhich 
some member of the family actually resides. 
g . A patient shall not be left unsupervised for an undue 
period of time and shall not be restrained or locked in. 
h. Necessary clothing , medical and dental treatment and 
supplies may be furnished by the institution. 
i. The caretaker shall immediately notify the hospital of 
any important developments of which the superintendent 
should have knowledge, such as illness or injury of 
the patient, escape, death or exaggeration of mental 
symptoms, etc. 
Item 4 - Fire Protection 
a. Each Family ca re home shall conform to standards of 
fire protection as established by the Department of 
Public Safety and shall be subject to inspection by 
representatives of that Department. 
b. If all patients have their living and sleeping quar-
ters on the first floor, adequate exits to the outside, 
at least two in number, shall be provided. 
c. If two or more patients live or sleep on the second 
floor, at least two adequate exits to the ground shall 
be provided, so spaced that a patient cannot be trapped 
by fire wherever located. 
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d. Means of fighting fire in the home shall include access 
to water in reasonable quantity and hand extinguishers 
of approved type. 
e. Accumulation of inflammable material shall not be 
allowed. 
Item 5 - Payment for Care 
a. Not more than ~~10.00 per week may be paid for the board 
of a state supported patient unless the maximum amount 
is subsequently cha~ged by law. (Has been changed--
present payment is $21.00) 
b. Remuneration for a privately supported patient is not 
subject to limitation and should be paid directly to the 
caretaker by the person representing the patient. 
c. Bills for the payment of state supported patients will 
be scheduled for payment by the institution at the end 
of each month. 
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APPENDIX C 
PHILOSOPHY OF THE FAMILY CARE POOGRAM 
AS PRESENTED IN MEMORANDUM FROM 
Fru~LY CARE SUPERVISOR 
October 15, 1955 
To: Social Service Staff 
Th e primary emphasis in Family Care has recently changed 
from the custodial to the therapeutic. This is a direct result 
of a recognition by the Social Service Department of the doc-
tor's need to place a specific type of patient in a family 
setting to effect rehabilitation to the community. 
In relation to this, the recent staff presentation by 
Social Service was designed to share our problems in the find-
ing of new hore s for this purpose. As a result, a new campaign 
was initiated to insure an adequate number of families who 
would be willing to accept patients and cooperate with us in 
our t h erapeutic venture. 
It appears now, due to the encouraging number of responses, 
tm t there may be several new homes and many openings for 
patients in the near future. In order to prevent an unfortun-
ate situation which occurred in the past, namely, that when 
these homes had been a pp r oved, there seemed to be an inadequate 
number of a ppropriate patients on hand to place, I am asking 
you to think now of those patients who might be appropriate 
referrals for a foster home placement. In other words, could 
you draw up a tentative list of those patients whom you feel 
would benef it therapeutically from such an experience. 
I think that t he following facts should be kept in mind in 
terms of wha t we mean by a good referral. These criteria, I 
believe, are essential tools in the selection of suitable can-
didates: 
1. A patient who is not dang erous to himself or other 
people; one Who, it is felt, will not act out in an 
anti-social manner; one who may need limitations set 
and, if so, will be capable of acting within the same. 
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2. A patient who is between the a ges of 17 and 3 5. This 
is not to say that if a patient is somewhat older that 
he or she would not be eligible. It would depend upon 
many of these othe r factors. 
3. A pa tient who has been deprived of a positive family 
experience and has had no other adequate substitute 
experience. 
4. A patient who is able to build on his or her ego 
strengths to a point where a relatively good work . 
experience is not something out of the realm of present 
day reality. 
5. A patient who, it is felt, warrants our confidence that 
he or s he, with the cooperation of all the disciplines 
involved, will be able to move out into the community 
and self-responsibility vdthin, at the most, a year's 
time. 
Could you send me this list as soon as possible. Thank you for 
your cooperation 
s/ Daniel Wolf 
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APPENDIX D 
NEW HOPE FOR THE MENTALLY ILL THROUGH FAMILY CARE 
Press Release, November 1955 
By 
Daniel Wolf, Supervisor, Family Care 
How would you like to find yourself in a situation where 
you had no home, family or future? One doesn't like to think 
of such a disturbing set of circumstances because they are 
painful and furthermore upsetting to the imagination. Yet it 
is a fact that these are not an uncommon group of challenges 
which many patients must face after having reached a point of 
maximum treatment in a mental hospital. These are people whose 
lives have been radically affected by the most democratic of 
all disease, na mely, that of mental illness; a malady which 
makes no distinction between young and old, between race and 
religion, between male and female, or between color and creed. 
Wha t to do with this kind of patient posed a real problem 
to the State of Massachusetts during the latter half of the 
19th Century. As a result, it was the first state to adopt 
and initiate a system of foster home care for mental patients 
in the year 1885. 1/ and~ Popularly known as t he Family Care 
Pro gram, it is a plan which is designed for the treatment of 
patients who have improved emotionally, who have received the 
most the hospital had to offer in terms of treatment and who 
have no home or family to receive them. There may be portions 
of a real family in ex istence, but for psychological reasons, 
the patients' return is contraindicated. In the pl a ce of the 
1/Writer' s note: "In 1885, the legislature permftted the State 
Board of Lunacy to place and supervise pat ients in approved 
f amilies. Actually it was not until 1905, t ha t a statute was 
enacted by the legislature allowing State Hospitals to place 
selected patients in family care homes." Quotation from Edward 
J. Sanders, "Foster Home Trial Visit Program," Veterans Admin-
istration, Department of Medicine and Surgery, Psychiatry and 
Neurology Information Bulletin, October 1952 , p. 25. 
~History of Family Care in Vassachusetts is discussed in The 
Family Care Ma nual prepared by. Family Care Committee of Massa-
chusetts Mental Health Social Workers Association, June 1951. 
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real family, the foster family care home affords the affection, 
kindness and support which the patient needs to facilitate and 
insure adjustment of self-responsibility in the community. 
It is interesting to note that present day Family Care had 
its inception in the Belgian Village of Gheel during the sev-
enth centure. The legend 1/ declares that an Irish Princess 
lost her mind and fled in panic to Belgium. She cheated death 
at the hands of her father after he had forced her into an in-
cestuous relationship and after he had murdered her lover. 
Happily, however, she was accepted with kindness and understan-
ding by the townspeople of Gheel. They not only provided the 
princess with food and shelter but also related to her as one 
who could contribute to the community and society. In short, 
sre found a substitute family and group; one which mat her 
basic huw~n needs in a climate of emotional reason. In this 
way she rega ined her sense of dignity and worthvmileness as a 
human being . Like all mortals, our princess finally died. So 
shocked were the humble folk of Gheel with their loss that they 
erected a shrine to the memory of "their princess". Signifi-
cant is the fact that as soon as the news of her death and 
shrine spread to the ears of countless others who suffered from 
Mental Illness, they began to flock to Gheel by the thousands. 
People all over the world attributed miraculous healing powers 
to the Shrine, but i n reality the modest farmers of the simple 
Gheel countryside were responsible for the alleged supernatural 
cures. The families adopted many of these visitors as they had 
our prince s s, and by th e year 1930, they were caring for over 
three thousand mentally ill in their own homes. 
Let us examine the case of S. J., an unmarried female of 
twenty-four in order to portray vividly the phases of a pati-
ent's life wh ich l ead to pl acement in Famil y Ca re. S . J. was 
admitted t o this hospital three years a go after an unsuccess-
ful attempt to destroy herself through suicide. Her symptoms 
a t that time we re depression, wi thdrawal, irritability and 
feelings of worthlessness. After a period of observation, 
speci alized treatment was initiated. Coupled with electro-
shock treatments, the hospital provided her the opportunit ies 
of he l ping herself through individual and g roup psychothe r apy . 
Here was the teamwork approach of various professional disci-
pline s--th e psychiatrist, the social worker, the psychologist, 
the nurse--vwrking hard to meet as many of the patient's needs 
as possible. The social worker's ca sevmrk technique.s and the 
occupational therapi st ' s concern for this pati ent's basic 
vocati onal pot entia ls while in the hospital helped her to 
r ega in some of t he loss in self-confidence. She renewed her 
interest in work as a seamstress and a t this time discharge 
from tre hospita l becama a very real consideration. It was 
recognized that the pat i ent had markedly improved from the 
therapies while in confinement. Now the question was in the 
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area of 'What to do next; how best to involve the community in 
helping her to meet the test of existence on the "outside". 
Complete discharge would mean that S. J. returns to an envir-
onment of a Mother and Father who did not want her. It was 
evident that for S . J. to n:a intain her degree of progress 
t~;ards complete recovery, she wo uld need a substitute family 
and home to accept her with the kind of support and affection 
she had never received from real parents. It followed t~Bt 
with the close supervision of the Psychiatric Social Worker, 
she was p laced in a family including mother, father and two 
children. For the first time in her life, S. J. felt and 
lived the part of a h1.1IIE.n being. The hospital staff maintained 
close supervision of the patient for a year while in this home. 
Soon she became well enough to be completely discharged from 
the program and to take her place of self-responsibility in 
the outside world. 
At present there are many s. J.'s in the Boston State 
Hospital's Family Care Program. Eleven homes in six different 
communities including Boston, care for almost sixty patients. 
These family experiences help to bridge the gap between the 
hospital and a normal productive life. The homes are made up 
of average families who hasten the total recovery of mental 
patients . Family Care is one of the positive ways in which 
a fearful community attempts to assume its sbare in the rehab-
ilitation of the pati ent r ecovering from deep-rooted emotional 
disturbances . 
Dr. Barton, Supe rintendent of the Boston State Hospital, 
has pointed up the importance of two phases of activity related 
direct l y to Family care; namely, research and education with 
a view tovvards more understanding of the program and how it 
may better serve the patient in the future. Mr . ~Valsh, head 
social worker, is responsible fort he continuing Family Care 
emphasis at the hospital. The Social Service Department of 
the hospital evaluates all potential new homes for the program. 
It functions also as a liaison among patients, staff and 
Family Caretakers . 
At this point I might mention that the State of Massachu-
setts assumes financial responsibility for the patient's board 
and room while in Family care when the real family is unwill-
ing or unable to do so. Every effort is made, however, to 
enlist the cooperation of the real family in this therapeutic 
effort. Our program is still in its infancy. In the past 
only custodial patients were placed in f oster homes; specifi-
cally, those whose prognoses for eventualself-responsibility 
and support weramfavorable. This meant that they spent long 
periods of time in these homes with little or no fluidity of 
movement. However, due to the paucity of good homes and an 
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ever-increasing awareness of the therapeutic potentialities of 
the Family Care effort, we have already placed younger patients 
who have been deprived of an experience in normal family living 
This type of therapeutic venture will, in no small way, insure 
a meaningful adjustment to society. This emphasis deserves 
the moral and emotional backing of every one in the community. 
One of the only barometers in the cure of the mentally ill is 
the degree to whim the public is willing to accept its res-
ponsibi.lity in the rehabilitative process. Through Family Care 
the community has made a positive initial step in this process. 
Much remains to be done. Only the surface has been scraped. 
0-W-~ ~ ~~-
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